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DEPARTMENT OF CONSUMER AND REGULATORY AFFAIRS

NOTICE OF FINAL RULEMAKING

The Superintendent of Insurance, Insurance Administration, Department of
Consumer and Regulatory Affatrs (DCRA}, pursuant the "Medicare Supplement
Insurance Minimum Standards Act of 1992", D.C. Law 9-170 (D.C. Code, Secs.
35-2201 - 35-2209 et 58q.J, hereby gives notice of the adoptton on

May 3, 1993 of the following new Chapter 22 Title 26 DCMR, "Insurance". A
Notice of Emergency and Proposed Rulemaking was published in the D.C. Register
on October 9, 1992 at 39 DCR 7590 — 7657.

Legislation was submitted to the U.5. Department of Health and Human Services,
Health Care Finance Administration, and approval was made on July 30, 1992.
The Federal standards mandated under Section 1882 of the Social Security Act
(Act) as amended by the Omnibus Budget Reconciliation Act of 1990, approved
November 5, 1890 (P. L. 101-508) were met.

Pursuant to Section 412 of the District of Columbia Self-Government and
Governmental Reorganization Act, P. L. 93-198, "the Act", the Council of the
District of Columbia adopted Bill No. 9-459 on first and second readings,

June 2. 1992, and July 7, 1992, respectively. Following the signature of the
Mayor on July 23, 1992, this Tegislation was assigned Act No. 9-268, pubiished
in the August 7, 1992, edition of the D.C. Register, (Vol. 39 Page 5825) and
transmitted to Congress on July 27, 1992 for a 30 day review, in accordance
with Section 602(c)(1) of the Act.

A Notice of Final Rulemaking was published in the Register on May 21, 1993 at
40 DCR 3317. The Notice of Fipal Rulemaking inadvertently omitted certain
pages including charts and appendices. The entire text of the Rulemaking is
being republished for purposes of clarity.

Chapter 22 MEDICARE SUPPLEMENT
INSURANCE MINTMUM STANDARDS

2200 PURPGOSE.
2200 .1 The purpose of this chapter is:

(a)  To provide for the reasonable standardization of coverage
and simplification of terms and benefits of Medicare
supplement policies;

(b)  To facilitate public understanding and comparison of stch
policies;

fe) To eliminate provisions contained in such policies which may
be misleading or cenfusing in connection with the purchase
of such policies or with the settlement of claims; and

{d To provide fov full disclosure in the sale of accident and
sickness insurance coverages to persons eligible for
Medicare.

3855




District of Columbia Register JUN 18 1083

2201 AUTHORITY .

This chapter 1s issued pursuant to the authority vested in the
superintendent of Insurance under the Medicare Supplement

Insurance Minimum Guidelines Emergency Act of 1992, approved April
24, 1992 and simitar temporary and permanent legislation, see Bill
9-48 and Bill 9-459, D.C. Code 35-2611, 1981 Edition, {(as amended).

2202 APPLICABILITY AKD SCOPE.

2202.1 Except as otherwise specifically provided in sections 2208, 2211,
2212, and 2226, this chapter shall apply to:

(a) A1l Medicare supplement policies delivered or issued for
deiivery in the District of Columbia on or after July 22,
1992; and

(b)  AIl certificates issued under group Medicare supplement
policies which certificates have been delivereq or 1lssued
for delivery in the District of Columbia.

2202.2 This chapter shall not apply to:

(a) A policy or contract of one or more employers or labor
organizations: or

(b The trustees of a fund established by one or more employers
or labor organizations, or combination thereof, for
employees or former employees, or a combination thereof, or
for members or former members, or a combination thereof, of
the labor organizations.

2203 RESERVED
2204 POLICY DEFINITIONS AND TERMS.
2204 .1 No policy or certificate may be advertised, solicited or issued

for delivery in the District of Columbia as a Medicare supplement
policy or certificate unless such policy or certificate contains
definitions or terms which conform to the requirements of this
section.

2204.2 "Accident," "Accidental Injury," or "Accidental Means" shall
be defined to employ “result" fanguage and shall not include words
which establish an accidental means test or use words such as
“external, violent, visible wounds" or simitar words of
description or characterization.

(a) The definiticn shall pot be more restrictive than the
following: "Injury or injuries for which benefits are
provided means accidental bodily injury sustained by the
insured person which is the direct result of an accident,
independent of disease or bodity infirmity or any other
cause, and occurs while insurance coverage is in force."
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(b)  Such definition may provide that injuries shall not include
injuries for which benefits are provided or avaliable under
any workers' compensation, employer ‘s Iiability or similar
law, or motor vehicle no-fault plan, unless prohibited by
faw,

2204.3 " "Benefit Period“or “Medicare Benefit Period" shall not be
defined more restrictively than as defined in the Medicare program.

2204.4 “Convalescent Rursing Home,* “Extended Care Facility," or
“SkiiTed Nursing Faciiity" shal) not be defined more
restrictively than as defined in the Medicare program.

2204.5 “Health Care Expenses" means expenses of health maintenance
organizations associated with the delivery of health care
services, which expenses are analtogous to incurred losses of
insurers and such expenses shall not include:-

{(a) Home office and overhead costs;

(b Advertising costs;:

(c)  Commissions and other acquisition costs;
{d) Taxes;

(e)  Capital costs:

() Administrative costs: and

(g Claims processing costs.

2204.6 "Hospttal“may be defined in refation to its status, facilities
and avatlable services or to reflect its accreditation by the
Joint Commission on Accreditation of Hospitals, but not more
restrictively than as defined in the Medicare Program.

2204.7 "Medicare" shall be defined in the policy and certificate and
may be substantially defined as "The Health Insurance for the Aged
Act, Title XVIII of the Social Security Amendments of 1965 as Then
Constituted or Later Amended," or “Title I, Part I of Public Law
89-97, as Enacted by the Eighty-Ninth Congress of the United
States of America and popularly known as the Health Insurance for
the Aged Act, as then constituted and any later amendments or
substitutes thereof," or words of similar import.

2204 .8 “Medicare Eligible Expenses” shall mean expenses of the kinds
covered by Medicare, to the extent recognized as reasonable and
medically necessary by Medicare.

2204.9 “Physician" shall not be defined more restrictively than as
defined 1n the Medicare program.

2204.10 “Sickness™ shall not be defined to be more rastrictively than
the following:

(a)  An illness or disease of an insured person which first

manifests itself after the effective date of insurance and
while the insurance is in force.
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(h)  The definition excludes sicknesses or diseases for which
benefits are provided under any workers' compensation,
occupational disease, employer's liability or similar law.

2205 POLICY PROVISIONS.

2205.1 Except for permitted preexisting condition clauses as described in
paragraphs 2206.3(a) and 2207.3(a) of this chapter, no pelticy or
certificate may be advertised, solicited or issued for delivery in
the District of Columbia as a Medicare supplement poiicy if such
poticy or certificate contains limitations or exclusions on
coverage that are more restrictive than those of Medicare.

2205.2 No Medicare supplement policy or certificate may use waivers to
-exclude, limit or reduce coverage or benefits for specifically
named or described preexisting diseases or physical conditions.

2205.3 No Medicare supplement policy or certificate in force in the
District of Columbia shali contain benefits which duplicate
benefits provided by Medicare.

2206 MINIMUM BENEFIT STANDARDS FOR POLICIES OR CERTIFICATES ISSUED FOR
DELIVERY PRIOR 7O JULY 22, 1992.

2206.1 No policy or certificate may be advertised, solicited or issued
for delivery in the District of Columbia as a Medicare supplement
policy or certificate unless it meets or exceeds the following
Minimum Standards.

2206.2 The standards contained in subsections 2206.3 (General Standards)
and 2206.4 (Minimum Benefit Standards) are minimum standards and
do not preclude the inclusion of other provisions or benefits
which are not inconsistent with these standards.

2206.3 The following General Standards apply to Medicare supplement
policies and certificates and are in addition to all other
requirements of this chapter.

(@) A Medicare supplement policy or certificate shall not;

(1> Exclude or Timit benefits for losses incurred more
than six (6} months from the effective date of
coverage because it fnvolved a preexisting condition;
and

(2)  Define a preexisting condition more restrictively than
a condition for which medical advice was given or
treatment was recommended by or received from a
physician within six (6) months before the effective
date of coverage.

(b> A Medicare supplement policy or certificate shall not

indemnify against losses resulting from sickness on a
different basis than losses resulting from accidents.
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(c) A Medicare supplement policy or certificate shall provide
that benefits designed to cover cost sharing amounts under
Medicare witl be changed automatically to coincide with any
changes in the applicable Medicare deductible amount and
copayment percentage factors, and premiums may be modified
to correspond with such changes.

(d)  A"noncancellable," “guaranteed renewable," or
“noncancellable and guaranteed renewable” Medicare
suppiement policy shall not:

(1) Provide for termination of coverage of a spouse solely
because of the occurrence of an event specified for
termination of coverage of the insured, other than the
nonpayment of premium; or

2) Be cancelled or nonrenewed by the issuer solely on the
grounds of deterioration of health.

(e)  Except as authorized by the Superintendent, an issuer shall
neither cancel nor nonrenew a Medicare supplement policy or
certificate for any reason other than nonpayment of premium
or material misrepresenation.

(f) If a group Medicare supplement insurance policy is
terminated by the group policyholder and not reptaced as
provided in subsection 2206.3¢h), the issuer shall offer
certificateholders an individual Medicare supplement policy
and shall offer certificateholders at least the following
choices:

(1) An individual Medicare supplement policy currently
offered by the issuer having comparable benefits to
those contained in the terminated group Medicare
supplement policy; and

(2)  An individual Medicare supplement policy which
provides only such benefits as are required to meet
the minimum standards as defined in subsection 2207.4
of this chapter.

{g) If membership in a group is terminated, the issuer shall:

(1) Offer the certificateholder such conversion :
opportunities as are described in paragraph 2206.3(f):
or

{2) At the option of the group policyhoider, offer the
certificateholder contiruation of coverage under the
group policy.

(h) If a group Medicare supplement policy is replaced by another
group Medicare supplement policy purchased by the same
policyholder, the succeeding issuer:

)
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(1) Shall offer coverage to all persons covered under the
old group policy on its date of termination; and

(2} Shall not offer coverage under the new group policy
shall not result in an exclusion for preexisting
conditions that would have been covered under the
group polticy being replaced.

Termination of a Medicare supplement policy or certificate
shall be without prejudice to any continuous loss which
commenced while the policy was in force, but the extension
of benefits beyond the period during which the policy was in
force may be predicated upon the continuous total disability
of the insured, limited to the duration of the policy
beneftt period, if any, or to payment of the maximum
benefits. :

The foltowing Minimum Benefit Standards apply to Medicare
supplement policies or certificates.

{a

(b

(c)

(d)

(e

f)

(g

Coverage of Part A Medicare eligible expenses for
hospitalization to the extent not covered by Medicare from
the 61st day through the 90th day in any Medicare benefit
period;

Coverage for either all or none of the Medicare Part A
Tnpatient hospital deductible amount;

Coverage of Part A Medicare eligible expenses incurred as
daily hospital charges during use of Medicare's lifetime
hospital inpatient reserve days:

Upon exhaustion of all Medicare hospital inpatient coverage
including the lifetime reserve days, coverage of ninety
percent (90%) of all Medicare Part A eligible

expenses for hospitalization not covered by Medicare subject
to a lifetime maximum benefit of an additional 365 days;

Coverage under Medicare Part A for the reasonable cost of
the first three (3) pints of blood (or equivalent guantities
of packed red blood cells, as defined under federal
regulations) unless replaced in accordance with Federal
regulations or already paid for under Part B;

Coverage for the coinsurance amount of Medicare eligible
expenses under Part B regardless of hospital confinement,
subject to a maximum calendar year out-of-pocket amount
equal to the Medicare Part B deductible ($100): and,

Effective January |, 1990, coverage under Medicare Part B
for the reasonable cost of the first three (3) pints of
blood (or equivatent quantities of packed red hlcod cells,
as defined under federal regulations), unless replaced in
accordance with federal regulations or already paid for
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under Part A, subject to the Medicare deductible amount.

2207 BENEFIT STANDARDS FOR POLICIES OR CERTIFICATES ISSUED OR DELIVERED
OH GR AFTER JULY 22, 1992.

2207.1 The standards contained in this section are applicable to all
Medicare supplement policies or certificates delivered or {ssued
for delivery 1a the District of Columbia on or after July 22, 1992,

2207.2 No policy or certificate may be advertised, solicited, delivered
or tssued for delivery in the District of Columbia as a Medicare
supplement policy or certificate unless it complies with these
benefit standards.

2207.3 The following General Standards apply to Medicare supplement
policies or certificates and are in addition to all other
requirements of this chapter.

(a) A Medicare supplement policy or certificate shall not:

{(n Excltude or 1imit benefits for losses incurred more
than six (6) months from the effective date of
coverage because it involved a preexisting condition;
and

(2)  Define a preexisting condition more restrictively than
a condition for which medical advice was given or
treatment was recommended by or received from a
phystcian within six (6) months before the effective
date of coverage.

(b> A Medicare supplement policy or certificate shall not
indemnify against tosses resulting from sickness on a
different basis than losses resulting from accidents.

(c} A Medicare supplement policy or certificate shall provide
that benefits designed to cover cost sharing amounts under
Medicare will be changed automatically to coincide with any
changes in the applicable Medicare deductible amount and
copayment percentage factors and premiums may be modified to
correspond with such changes.

(d)  No Medicare supplement policy or certificate shall provide
for termination of coverage of a spouse solely because of
the occurrence of an event specified for termination of
coverage of the insured, other than the nonpayment of
premium,

{e) Each Medicare suppiement policy shall be guaranteesd
renewable: and

(N The issuer shall not cancel or nonrenew the policy
solely on the ground of health status of the
individual; and
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{2) The issuer shall not cancel or fnonrenew the policy for
any reason other than nonpayment of premium or
material misrepresentation.

(3)  If the Medicare supplement policy is terminated by the
group poltcyholder and is not replaced as provided
under subparagraph 2207.3¢e)(5), the issuer shall
offer certificateholders an individual Medicare
supplement policy which, at the option of the
certificateholder,

(A)  Provides for continuation of the benefits
tontatned in the group policy, or

(B Provides for such benefits as otherwise meets
the requirements of this subsection.

(4> If an individual is a certificateholder in a group
Medicare supplement policy and the individual
terminates membership in the group, the issuer shall:

(A} Offar the certificateholder the conversion
opportunity described in subparagraph
2207.3¢e)(3), or

(B) At the option of the group policyholder, offer
the certificatehotder continuation of coverage
under the group policy.

(5)  If a group Medicare supplement policy is replaced by
another group Medicare supplement policy purchased by
the same policyholder, the succeeding issuer:

(A)  Shali offer coverage to all persons covered
under the old group policy on its date of
termination; and

(B)  Shall not offer Coverage under the new policy
that results in any exclusion for preexisting
conditions that wouid have been covered under
the group policy being replaced.

Termination of a Medicare supplement policy or certificate
shall be without prejudice to any continuous loss which
commenced while the policy was in force, but the extension
of benefits beyond the period during which the policy was in
force may be conditioned upon the continuous total
disability of the insured, limited to the duration of the
policy benefit period, if any, or payment of the maximum
benefits.

A Medicare supplement policy or certificate shall provide

that benefits and premiums under the policy or certificate
shall be suspended at the request of the policyholder or
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certificateholder for the period {(not to exceed twenty-four
(24) months} in which the nolicyholder or certificateholder
has applied for and is determined to be entitled to medical
assistance under Title XIX of the Social Security Act, but
only if .the policyholder or certificateholder notifies the
issuer of such policy or certificate within ninety (90) days
after the date the individuai becomes entitled to such
assistance. Upon receipt of timely notice, the issuer shall
retura to the policyholder or certificateholder that portion
of the premium attributable to the period of Medicaid
eligibility, subject to adjustment for paid claims.

(h)  If such suspension occurs pursuant to paragraph 2207.3(q)
and if the policyholder or certificateholder Toses
entitlement to such medical assistance, such policy or
certificate shall be automaticatly reinstituted, effective
as of the date of termination of such entitlement, if the
policyholder or certificateholder provides notice of loss of
such entitlement within ninety (90) days after the date of
such loss and pays the premium attributable to the period,
effective as of the date of termination of such entitlement.

(j>  Reinstitution of coverages:

(1) Shall not provide for any waiting period with respect
to treatment of preexisting conditions:

(2)  Shall provide for coverage which is substantially
equivalent to coverage in effect before the date of
such suspension; and

(3> Shall provide for classification of premiums on terms
at least as favorable to the poitcyholder or
certificateholder as the premium classification terms
that would have applied to the policyholder or
tertificateholder had the Coverage not been suspended.

2207 .4 The following standards for Basic ("Core") Benefits, common
to all benefit plans, shall apply.

{a) Every issuer:

(1> Shall make available a policy or certificate
including only the following Basic "Core"
Package of Benefits, common to all benefits
plans, to each prospective insured: and

(2)  May make available to prospective insureds any
of the other Medicare Supplement Insurance
Benefit Plans in addition to the Basic "Core"
Package of Benefits, but not instead of the
Basic "Core® package of Benefits.

b The Bastic (“Core") Package of Benefits consists of the
following;
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(1) Coverage of Part A Medicare Eligible Expenses
for hospitalization to the extent not covered by
Medicare from the 61st day through the 90th day
in any Medicare benefit period;

(2>  Coverage of Part A Medicare Eligible Expenses
incurred for hospitalization to the extent not
covered by Medicare for each Medicare lifetime
inpatient reserve day used:

(3> Upon exhaustion of the Medicare hospital
inpatient coverage including the lifetime
reserve days, coverage of the Medicare Part A
eligible expenses for hospitalization paid at
the Diagnostic Related Group (DRG) day outliar
per diem or other appropriate standard of
payment, subject to a Tifetime maximum benefit
of an additional 365 days;

(4)  Coverage under Medicare Parts A and B for the
reasonable cost of the first three (1) pints of
blood (or equivalent quantities of packed rad
blood cells, as defined under federal
regulations) unless replaced in accordance with
federal regulations; and

(5>  Coverage for the coinsurance amount of Medicare
Eligible Expenses under Part B regardless of
hospital confinement, subject to the Medicare
Part B deductible.

The following Additional Benefits shall be tncluded in Medicare
Supplement Benefit Plans "B" through “J" only as provided by
section 2208 of this chapter:

(&}  Medicare Part A Deductible: Coverage for all of the
Medicare Part A inpatient hospital deductible amount per
benefit period.

(bY  Skilled Mursing Facility Care: Coverage for the actual
billed charges up to the coinsurance amount from the 21st
day through the 100th day in a Medicare benefit period for
post hospital skilled nursing facility care eligible under
Medicare Part A.

(¢) Medicare Part B Deductible: Coverage for all of the
Medicare Part B deductible amount per calendar year
regardless of hospital confinement.

{d) Eighty Pevcent (80%) of the Medicare Part B Excess Charges:
Coverage for eighty percent (80%) of the difference between
the acfual Madicare Part B charge as billed, not to exceed
any charge limitation established by the Medicare program or
state law, and the Medicare-approved Part B charge.
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(e)  One Hundred Percent (100%) of the Medicare Part B Excess
Charges: Coverage for all of the difference between the
actual Medicare Part B charge as bilted, not to exceed any
charge limitation established by the Medicare program or
state law, and the Medicare-approved Part B charge.

(f) Basic Outpattent Prescription Drug Benefit: Coverage for
fifty percent (50%) of outpatient prescription drug charges,
after a two hundred fifty dollar ($250) calendar year
deductible, to a maximum of one thousand two hundred fifty
dollars ($1,250) in benefits received by the insured per
calendar year, to the extent not covered by Medicara.

(g) Extended Qutpatient Prescription Drug Benefit: Coverage for
fifty percent (50%) of outpatient prescription drug charges,
after a two hundred fifty dollar ($250) calendar year
deductible to a maximum of three thousand dollars ($3,000
in benefits received by the insured per calendar year, to
the extent not covered by Medicare.

(hy  Medically Necessary Emergency Care in a Foreign Country:
Coverage to the extent not covered by Medicare for eighty
percent (80%) of the billed charges for Medicare-eligible
expenses for medically necessary emergency hospital,
physician and medical care received in a foreign country,
which care would have been covered by Medicare if provided
in the United States and which are began during the first
sixty (60) consecutive days of each trip outside the United
States, subject to a calendar year deductible of two hundred
fifty dollars ($250), and a lifetime maximum benefit of
fifty thousand doliars ($50,000), and for purposes of
paragraph 2207.5(h), "emergency care" shall mean care needed
immediately because of an injury or an illness of sudden and
unexpected onset.

(1) Preventive Medical Care Benefit: Coverage for the following
preventive health services: - '

(1) An annual clinical preventive medical history and
physical examination that may include tests and
services from Subparagraph (2) and patient education
to address preventive health care measures.

(2)  Any one or a combination of the following preventive
screening tests or preventive services, the frequency
of which is considered medically appropriate:

(A) Fecal occult blood test and/or digital rectal
examination;

(B) Mammogram:

(Cy Dipstick urinalysis for hematuria,
bacterjuria and proteinauria;
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(D) Pure tone (air only) hearing screening test,
administered or ordered by a physician;

(£) Serum cholesterol screening (every five (5)
years);

(F) Thyrotd function test:
(G Diabetes screening.

(3> Influenza vaccine administered at any appropriate time
during the year and Tetanus and Diptherta booster
(every ten (10) years).

(4)  Any other tests or preventive measures determined
appropriate by the attending physician.

(5)  Reimbursement under paragraph (i) shall be for the
actual charges up to one hundred percent (100%) of the
Medicare-approved amount for each service, as if
Medicare were to cover the service as identified in
American Medical Association Current Procedural
Terminology (AMA CPT) codes, to a maximum of one
hundred twenty dollars ($120) annually under this
benefit. This benefit shall not include payment for
any procedure covered by Medicare. :

At-Home Recovery Benefit: Coverage for services to provide
short term, at-home assistance with activities of daily
Hving for those recovering from an iltness, injury or
surgery.

(1Y For purposes of paragraph 2207.5(j), the following
definitions shall apply:

(A) "Activities of daily Tiving" include, but are
not 1imited to bathing, dressing, personal
hygiene, transferring, eating, ambulating,
assistance with drugs that are normally
self-administered, and changing bandages or
other dressings.

(B  "Care provider" means a duly qualified or
licensed home health aide/homemaker, personal
care aide or nurse provided through a licensed
home health care agency or referred by a
Ticensed referral agency or licensed nurses
registry.

{(C) “Home® shall mean any place used by the
insured as a place of residence, provided that
such place would qualify as a residence for home
health care services covered by Medicare. A
hospital or skilled nrursing facitity shall not

3869




District of Columbia Register

(23

JUN 1 g 1903

be considered the insured's place of residence.

1)) “At-home recovery visit" means the period of a
visit required to provide at home recovery care,
without Timit on the duration of the visit,
except each consecutive 4 hours in a 24-hour
period of services provided by a care provider
is one visit,

Coverage Requirements and Limitations.

(A)  At-home recovery services provided must be
primartly services which assist in activities of
daily living.

(B)  The insured's attending physician must certify
that the specific type and frequency of at-home
recovery services are necessary because of a
condition for which a home care plan of
treatment was approved by Medicare.

(C)  Coverage is limited to:

(i) No more than the number and type of
at-home recovery visits certified as
necessary by the insured's attending
physician and the total number of at-home
recovery visits shalil pot exceed the
number of Medicare approved home health .
care visits under a Medicare approved
home care plan of treatment;

(ii)  The actual charges for each visit up to a
maximum reimbursement of forty dollars
($40) per visit;

(111> One thousand six hundred dollars ($1,600)
per calendar year;

(iv)  Seven (7) visits in any one week:

(v) Care furnished on a visiting basis in the
insured's home;

(vi)  Services provided by a care provider as
defined in this section;

(vii) At-home recovery visits white the insured
s covered under the policy or
certificate and not otherwise excluded;

(viii) At-home recovery visits received
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during the period the insured is receiving
Medicare approved home care services or no more
than eight (8) weeks after the service date of
the last Medicare approved home health care
visit.

(D) Coverage is excluded for:

i) Home care visits paid for by Medicare or other
government programs; and

{11} Care provided by family members, unpaid
volunteers or providers who are not care
groviders.

(k) New or Innovative Benefits: An issuer may, with the prior
approval of the Superintendent, offer policies or
Certificates with new or tnnovative benefits in addition to .
the benefits provided in a policy or certificate that
otherwise complies with the applicable standards and the new
or innovative benefits may include benefits that are
appropriate to Medicare supplement insurance, new or
innovative, not otherwise available, cost-effective, and
offered in a manner which is consistent with the goal of
simplification of Medicare supplement policies.

2208 STANDARD MEDICARE SUPPLEMENT BENEFIT PLANS.

2208 .1 An issuer shall make available to each prospective policholder and
certificateholder a policy form or certificate form cofitaining
only the Basic "Core" Benefits, as defined in subsection 2207.4 of
this chapter.

2208.2 No groups, packages or combinations of Medicare supplement
benefits other than those Tisted in this section shall be offered
for sale in the District of Columbia, except as may be permitted
in paragraph 2207.5(k).

2208.3 Benefit plans shall be uniform in structure, language, designation
and format to the Standard Benefit Plans "A" through "J" Tisted in
this subsection and conform to the definitions in sectton 2239 of -
this chapter.

2208.4 Each benefit shall be structured in accordance with the format
provided in subsections 2207.4 and 2207.5 and list the benefits in
the order shown in subsection 2208.7.

2208.5 Far purposes of section 2708, "structure, language, and
format™ means style, arrangement and overall content of a
benefit.

2208.6 An issuer may use, in addition to the benefit plan designations

required in subsection 2208.3, other designations to the extent
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permitted by law.
2208.7 Make-up of benefit plans:

(a)  Standardized Medicare supplement benefit pian "A" shall be
limited to the Basic ("Core") Benefits common to all benefit
plans, as defined in subsection 2207.4 of this chapter.

(b Standardized Medicare supplement bepefit plan "B" shatl
include onty the following:

|y The Core Benefit as defined in subsection 2207.4 of
this chapter; plus

(2)  The Medicare Part A Deductible as defined in paragraph
2207.5¢a),

(c)  Standardized Medicare supplement benafit plan "C" shall
include only the following:

{(n The Core Benefit as defined in subsection 2207.4 of
this chapter; plus

(2) The Medicare Part A Deductible, Skilled Nursing
Facility Care, Medicare Part B Deductible and
Medically Necessary Emergency Care in a Foreign
Country as defined in paragraphs 2207.5(a), (b), (c)
and (h) respectively.

(d)  Standardized Medicare supplement benefit plan "D" shall
include only the following:

(1) The Core Benefit as defined in subsection 2207.4 of
this chapter; plus

(2)  The Medicare Part A Deductible, Skilled Nursing
Facility Care, Medically Necessary Emergency Care in
an Foreign Country and the At-Home Recovery Benefit as
defined in paragraphs 2207.5¢(a) and {b),{h), and ¢j)
respectively,

(e)  Standardized Medicare supplement benefit plan "£* shall
fnclude only the following:

(1) The Core Benefit as defined in subsection 2207.4 of
this chapter: plus

(23 The Medicare Part A Deductible, Skilled Nursing
Facility Care, Medically Necessary Emergency Care in a
Foreign Country and Preventive Medical Care as defined
in paragraphs 2207.5(a), (b), (h), and (i)
respectively.

(f)  Standardized Medicare supplement benefit plan “F" shal)
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include only the following:

. The Core Benefit as defined in subsection 2207.4 of
this chapter; plus

(2)  The Medicare Part A Deductible, the Skiiled Nursing
Facility Care, the Part B Deductible, One Hundred
Percent (100%) of the Medicare Part B Excess Charges,
and Medically Necessary Emergency Care in a Foreign
Country as defined in paragraphs 2207.5¢a), (b), (c¢),
(e), and (h) respectively.

(g)  Standardized Medicare supplement benefit plan "G" shall
include only the following:

(1 The Core Benefit as defined in subsection 2207.4 of
this chapter; plus

(2)  The Medicare Part A Deductible, the Skilled Nursing
Facility Care, Fighty Percent (80%) of the Medicare
Part B Excess Charges, Medically Necessary Emergency
Care in a Foretgn Country, and the At-Home Recovery
Benefit as defined in paragraphs 2207.5¢a), (b), (d),
(hy, and (J) respectively.

(hy Standardized Medicare supplement benefit plan "H" shall
' consist of only the following:

f!) The Core Benefit as defined in subsection 2207.4 of
this chapter; plus

(2)  The Medicare Part A Deductible, Skilled Mursing
Facility Care, Basic Prescription Drug Benefit and
Medically Necessary Emergency Care in a Foreign
Country as defined in paragraphs 2207.5(a), (b), (f),
and (h) respectively.

(i>  Standardized Medicare supplement benefit plan "I" shall
consist of only the following:

(1) The Core Benefit as defined in subsection 2207.4 of
this chapter; plus

(2)  The Medicare Part A Deductible, Skilled Nursing
Facility Care, One Hundred Percent (100%) of the
Medicare Part B Excess Charges, Basic Prescription
Drug Benefit, Medically Necessary Emergency Care in a
Foreign Country and At-Home Recovery Benefit as
defined in paragraphs 2207.5Ca), (), (e), {f), (h),
and (J) respectively.

(}) Standardized Medicare supplement benefi{ plan "J" shatil
consist of only the following:

3873



District of Columbia Register

2209
2210

2210.1

2210.2

2210.3

2211
22111

JUN 18 1993

(@D) The Core Benefit as defined in subsection 2207 .4 of
this chapter; plus

2 The Medicare Part A Deductible, Skilled Nursing
Facility Care, Medicare Part B Deductible, One Hundred
Percent (100%) of the Medicare Part B Excess Charges,
Extended Prescription Drug Benefit, Medically
Necessary Emergency Care in a Foreign Country,
Preventive Medical Care and At-Home Recovery Benefit
as defined in paragraphs 2207.5(3), (b}, (cy, (e),
(g), Chy, (i), and (3) respectively.

RESERVED

OPEM EKROLLMENT

No issuer shall deny or condition the issuance or effectiveness of
any Medicare supplement policy or certificate available for sale
or dellvery in the District of Columbia, nor discriminate in the
pricing of such a policy or certificate because of the frealth
status, claims experience, receipt of health care, or medical
condition of an applicant where an application for such policy or
certificate is submitted during the six (6) month period beginning
with the first month in which an individual, who 1s 65 years of
age or otder, first enrolled for benefits under Medicare Part B.

Each Medicare supplement policy and certificate currently
available from an tnsurer shall be made availtable to all
appticants who qualify under subsection 2210.1] without regard to

age.

subsections 2210.1 and 2210.2 shatll not be construed as preventing
the exclusion of benefits under a policy, during the first six (§)
months, based on a preexisting condition for which the
policyholder or certificateholder received treatment or was
otherwise diagnosed during the six (6) months before it became
effective. :

STANDARDS FOR CLAIMS PAYMENT.

An issuer shall comply with section 1882(c)(3) of the Social
security Act (as enacted by section 4081¢h)(2)¢C) cf the Omnibus
Budget Reconciliation Act of 1987 (OBRA) 1987, Pub. L. No.
100-203) by:

(@)  Accepting a notice from a Medicare carrier on duly assigned
claims submitted by participating physicians and suppliers
as a claim for benefits in place of any other claim form
otherwise required and making a payment determination on the
basis of the information contained in that notice;

(b>  Notifying the participating physician or supplier and the
beneficiary of the payment determination;

3874



District of Columbia Register JUN 18§ 1862

(c> Paying the participating physician or supplier directly:

{d)  Furnishing, at the time of enrollment, each enrollee with a
card Ttsting the policy name, number and a central mailing
address to which notices from a Medicare carrier may be sent;

(e) Payling user fees for claim notices that are transmitted
efectronically or otherwise; and

(f)  Providing to the Secretary of Health and Human Services, at
least annually, a central mailing address to which all
clatms may be sent by Medicare carriers.

2211.2 Compliance with the reguirements set forth in subsection 22171.]
shall be certified on the Medicare supplement insurance experience

reporting form.
2212 LOSS RATIO STANDARDS

22121 A Medicare supplement insurance policy form or certificate form

- shall not be delivered or issued for a delivery in the District of
Columbia uniess the policy form or certificate form can be
expected, as estimated for the entire period for which rates are
computed to provide coverage, to return to policyholders and
certificate holders in the form of aggregate benefits (not
Inciuding anticipated refunds or credits as described in section
2213} provided under the policy form or certificate form:

(a) At least seventy-five percent (75%) of the aggregate amount
of premiums earned in the case of group policies; or

(b) At Teast sixty-five percent (65%) of the aggregate amount of
premiums earned in the case of individual policies. '

2212.2 The loss rattos set forth in subsection 2212.1 shall be calculated
on the basis of incurred claims experience or incurred health care
expenses where coverage is provided by a health maintenance
organization on a service rather than reimbursement basis and
earned premiums for such period and in accordance with accepted
actuarial principles and practices.

2212.3 A1l filings of rates and rating schedules shall démonstrate that
expected claims in relation to premiums comply with the
requirements of section 2212 when combined with actual experience
to date.

2212.4 Filings of rate revisions shall also demonstrate that the
anticipated loss ratic over the entire future pertod for which the
revised rates are computed to provide coverage can be expected to
meet the appropriate loss rvatio standards. :

2212.5 For purposes of applying subsections 2212.1, 2212.2 and section
2216 only, policies issued as a result of solicitations of
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tndividuals through the mails or by mass media advertising
(including both print and broadcast advertising) shall be deemed
to be individual policies.

REFURD OR CREDIT OF PREMIUM.

An issuer shalt colfect and file with the Superintendent by May 31
of each year the data contained in the reporting form contained in
Appendix A for each type in a Standard Medicare Supplement Benefit
Plan, described in section 2208 of this chapter.

If on the basis of the experience as reported the benchmark loss
ratio since inception (ratio 1) exceeds the adjusted experience
loss ratio since inception (ratio 3), then a refund or credit
calculation is required.

(a) The refund calculatton shall be done on a statewide basis
for each type in a standard Medicare supplement benefit plan.

(b}  For purposes of the refund or credit calculation, experience
on policies Tssued within the reporting year shall be
excluded.

A refund or credit shall be made only when:

(a  The benchmark loss ratio exceeds the adjusted experience
foss ratto; and

(b The amount to be refunded or credited exceeds a de minimis
level.

The refund or credit described in subsection 2213.4, shall include
interest from the end of the calendar year to the date of the
refund or credit at a rate specified by the Secretary of Health
and Human Services, but in no event shall it be less than the
average rate of interest of 13 week Treasury notes.

A refund or credit against premiums due shall be made by September
30 following the experience year upon which the refund or credit
1s based.

ANNUAL FILING OF PREMIUM RATES.

An issuer of Medicare supplement policies and certificates fssued
before or after the effective date of the Medicare Supplement
Insurance Minimum Emergency Standards in the District of Columbia
shall file annually its rates, rating schedule and supporting
documentation including ratios of incurred losses to earned
premiums by policy duration for approval by the Superintendent of
Insyrance in accordance with the filing requirements and
procedures prescribed by the Superintendent.

The supporting documentation shall also demonstrate, in accordance
with actuarial standards of practice using reasonable assumptions,
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that the appropriate loss ratio standards can be expected to be
met over the entire period for which rates are computed and such
demonstration shall exclude Active Life Reserves.

2214.3 An expected third-year loss ratio which is greater than or equal
to the appiicable percentage shall be demonstrated for policies or
certificates in force less than three (3) years.

2214 .4 As soon as practicable, but prior to the effective date of
enhancements in Medicare benefits, every issuer of Medicare
supplement policies or certificates in the District of Columbia
shall file with the Superintendent, in accordance with the
appticable filing procedures of the District of Columbia:

{a}  Appropriate premium adjustments necessary to produce loss
ratios as anticipated for the current premium for the
applicable policies or certificates; and

(h) Supporting documents as necessary to justify the adjustment.

2214.5 An issuer shall make premium adjustments as are necessary to
produce an expected loss ratio under such policy or certificate as
will conform with minimum Joss ratio standards for Medicare
supplement policies and which are expected to result in a loss
ratio at least as great as that originally anticipated in the
rates used to produce curvent premiums by the issuer for such
Medicare supplement policies and certificates.

2214.6 No premium adjustment which would modify the loss ratio experience
under the policy other than the adjustments described herein shall
be made with respect to a poticy at any time other than upon its
renewal date or anniversary date.

2214.7 If an issuer fails to make premium adjustments acceptable to the
Superintendent, the Superintendent may order premium adjustments,
refunds or premium credits deemed necessary to achieve the loss
ratio required by section 2217,

2214.8 Any appropriate riders, endorsements or policy forms needed to
accomplish the Medicare supplement policy or certificate
modifications necessary to eliminate benefit duplications with
Medicare and the riders, endorsements or policy forms shall
provide a clear description of the Medicare supplement henefits
provided by the policy or certificate.

2215 PUBLIC HEARINGS.

2215.1 The Superintendent may conduct a pubiic hearing to gather
information concerning a request by an issuer for an increase in a
rate for a policy form or certificate form issued before or after
July 22, 1992, iF the experience of the form for the previous
reporting period is not in compiiance with the applicable loss
ratio standard.
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2215.2
2215.3
2216

2216.1

2216.2

2216.3

2216.4

2216.5

The determination of compliance is made without consideration of
any refund or credit for such reporting period.

Public notice of such hearing shall be furnished in a manner
deemed appropriate by the Superintendent.

FILIKG AND APPROVAL OF. POLICIES AND CERTIFICATES AND PREMIUM
RATES.

An issuer shall not:

(@)  Deliver or issue for delivery a policy or certificate to a
resident of the District of Columbia unltess the poticy form
or certificate form has been filed with and approved by the
Superintendent of Insurance in accordance with filing
requirements and procedures prescribed by the
Superintendent: and

(b Use or change premium rates for a Medicare supplement poltcy
or certificate unless the rates, rating schedule and
supporting documentation have been filed with and approved
by the Superintendent of Insurance in accordance with the
filing requirements and procuedures prescrihed by the
Superintendent.

Except as provided in subsectton 2216.3, an issuer shall not file
for approval more than one form of a policy or certificate of each
type for each Standard Medicare Supplement Benefit Plan described
in section 2208.

An issuer may offer, with the approval of the Superintendent, up
to four (4) additional policy forms or certificate forms of the
same type for the same Standard Medicare Supplement Benefit Plan,
one for each of the following cases:

(a) The inclusion of new or innovative benefits;

h The éddition of either direct response or agent marketing
me thods ;

(c)  The addition of either guaranteed issue or underwritten
coverage; and

(d)  The offering of Coverage to individuals eligible for
Medicare by reason of disability.

For the purposes of section 2216, a “type" means an individua)
policy or a group policy.

Except as provided in subsections 2216.7 and 2216.8, an issuer
shatl continue to make avaitable for purchase any policy form or
certificate form issued after the effective date of this chapter
that has been approved by the Superintendent.
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2216.6 A policy form or certificate form shall not be considered to be
available for purchase unless the issuer has actively offered it
for sale in the previcus twelve (12) months.

2216.7 An issuer may discontinue the availability of a policy form or
certificate form if the issuer provides to the Superintendent in
writing its decision at least thirty (30} days prior to
discontinuing the availability of the form of the policy or
certificate.

2216.8 After receipt of the notice by the Superintendent, evidenced by
the Superintendent's stamp, the issuer shall no longer offer for
sale the policy form or certificate form in the bistrict of

Columbia.

2216.9 An issuer that discontinues the availability of a policy form or
certificate form pursuant to subsecttons 2216.7 and 2216.8 shall
not file for approval a new policy form or certificate form of the
same type for the same Standard Medicare Supplement Benefit Plan
as the discontinued form for a period of five (5) years after the
issuer provides notice to the Superintendent of the
discontinuance.

2216.10 The period of discontinuance may be reduced if the Superintendent
determines that a shorter period is appropriate.

2216.11 The sale or other transfer of Medicare supplement business to
another issuer shall be considered a discontinuance for the
purposes of subsections 2216.5, 2216.6, 2216.7, 2216.8, 2216.9.
and 2216.10.

2216.12 A change in the rating structure or methodology shall be
ctonsidered a discontinuance under subsections 2216.5, 2216.6,
2216.7, 2216.8, and 2216.9, and 2216.10, unless the issuer
complies with the following requirements:

(a) The issuer provides an actuarial memorandum, in a form and
manner prescribed by the Superintendent, describing the
manner in which the revised rating methodology and resultant
rates differ from the existing rating methodology and
existing rates.

(b)y The issuer does not subsequently put into effect a change of
rates or rating factors that would cause the percentage
differential between the discontinued and subsequent rates
as described in the actuarial memorandum to change.

{c) The Superintendent may approve a change to the differential
which is in the public interest.

2216.13 Except as provided in subsection 2216.11;

(a) The experience of all policy forms or certificate forms of
the same type in a Standard Medicare Supplement Benefit Plan
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shall be combined for purposes of the refund or credit
catculation prescribed in section 2213.

(b)  Forms-assumed under an assumption reinsurance agreement
shall not be combined with the expertence of other forms for
purposes of the refund or credit catculation.

2217 PERMITTED COMPENSATION ARRANGEMENTS

2217 1 An issuer or other entity may provide commission or other
compensation to an agent or other representative for the sale of a
Medicare supplement policy or certificate only if the first year
commission or other first year compensation is no more than two
hundred percent (200%) of the commission or other compensation
paid for selling or servicing the policy or certificate in the
second year or period.

2217.2 The commission or other compensation provided in subsequent
(renewal) years must he the same as that provided in the second
year or period and must be provided for no fewer than five (5)
renewal years.

2217.3 No issuer or other entity shall provide compensation to 1ts agents
or other producers and no agent or producer shall recelve
compensation greater than the renewal compensation payable by the
replacing issuer on renewal poticies or certificates if an
existing policy or certificate is replaced.

2217.4 For purposes of section 2217 "compensation® includes pecuniary
Or non-pecuniary remuneration of any kind relating to the sale or
renewal of the policy or certificate including but not limited to
bonuses, gifts, prizes, awards and finders fees. ‘

2218 REQUIRED DISCLOSURE PROVISIONS - GENERAL RULES.

2218.1 Medicare supplement policies and certificates shall:
include a renewal or continuation provision and the language or
specifications of such provision shall be consistent with the type
of contract issued.

2218.2 The renewal or continuation provision shall:
(a) Be appropriately captioned;
(b)  Appear on the first page of the policy: and

(c)  Include any reservation by the issuer of the right to change
premiums and any automatic renewal premium increases based
on the policyholder's age.

2218.3 Except for riders or endorsements by which the issuer effectyates

a request made in writing by the insured, exercises a specifically
reserved right under a Medicare supplement policy, or is required
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to reduce or eliminate benefits to avoid duplication of Medicare
benefits, all riders or endorsements added to a Medicare
supplement policy after date of issue or at reinstatement or
renewal which reduce or eliminate benefits or coverage in the
policy shall require a signed acceptance by the insured.

2218.4 After the date of policy or certificate issue, any rider or
endorsement which increases benefits or coverage with a
concomitant increase in premium during the policy term shall be
agreed to in writing signed by the insured, unless the benefits
are required by the Minimum Standards for Medicare Supplement
Policies, or if the increased benefits or coverage is required by
law.

2218.5 Where a separate additional premium is charged for benefits
provided in connection with riders or endorsements, such premium
charge shail be set forth in the policy.

2218.6 Medicare supplement policies or certificates shall pot provide for
the payment of benefits based on standards described as "usual and
customary," "reasonable and customary" or words of similar import.

2218.7 If a Medicare supplement policy or certificate contains any

ltmitations with respect to preexisting conditions, such
limitations shall appear as a separate paragraph of the policy and
be labeted as "Preexisting Condition Limitations."

2218.8 Medicare supplement policies and certificates shall have a notice
prominently printed on the first page of the policy or certificate
or attached therefo stating in substance that the policyholder or
certificateholder shall have the right to return the policy or
certificate within thirty (30) days of its delivery and to have
the premium refunded if, after examination of the policy or
certificate, the insured person is not satisfied for any reason.

2218.9 Issuers of accident and sickness policies or certificates which
provide hospital or medical expense coverage on an expense
incurred or indemnity basis, other than incidentally, to a

- person(s) eligible for Medicare by reason of age shall provide to
such applicants a Medicare Supplement Buyer's Guide in the form
developed jointly by the National Association of Insurance
Commissioners and the Health Care Financing Administration and in
a type size no smaller than 12 point type. Delivery of the
Buyer's Guide shall be made whether or not such policies or
certificates are advertised, solicited or issued as Medicare
supplement policies or certificates as defined in this chapter.

(a) Except in the case of direct response issuers, detivery of
the Buyer's Guide shall be made to the applicant at the time
of application and acknowledgment of receipt of the Buyer's
Guide shall be obtained by the issuer.

(b)Y  Direct response issuers shall deliver the Buyer's Guide to
the applicant upon request but not later than at the time
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the policy is defiverad.
2219 REQUIRED DISCLOSURE PROVISIONS - HOTICE REQUIREMENT.

2219 .1 As soon as practicable, but no later than thirty (30) days prior

2219.2 Notice shati:

2219.3 The notice of benefit modifications and any premium adjustments

2219.4 Such notices shall pot contain or he accompanied by any
solicitation.

2220 REQUIRED DISCLOSURE PROVISIONS - oUTLINE OF COVERAGE REQUIREMENTS
FOR MEDICARE SUPPLEMENT POLICIES.

22201 Issuers shall:

(a) Provida an outline of coverage to all applicants at the time
apptication is presented to the pProspective applicant; and,

(b) Except for direct response policies, obtain an
acknowledgment of recefpt of such outline from the
applicant; and

If an outline of coverage is provided at the time of application
and the Medicare supplemant policy or certificate is issyed on a
basis which would require revision of the outline, a substityte
outTine of Coverage properlty describing the poifcy or certificate
shatl: -

2220.2

(a’ Accompany such policy or certificate when if is delivered and

(b)  Contain the following statement, in no less than twelve (a2

point type, immediately above the company name :
"NOTICE: Read this outline of Coverage carefully. It js not

identical to the outline of coverage provided upon appiication and
the coverage originally applied for has not been issyed.
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2220.3 The outline of coverage provided to applicants pursuant to section
2220 consists of Four parts:

(a) A cover page;
(b Premium information;
(c) Disclosure pages: and

{d> Charts displaying the features of each benefit plan offered
by the issuer.

2220.4 The outline of coverage shall be in the language and format
prescribed in subsection 2220.9, in no less than twelve (12) point
type.

2220.5 ATl plans A-J shall be shown on the cover page; and the plan(s)

that are offered by the issuer shall be prominently identified.
2220.6 Premium information for plans that are offered shall be:

(@)  Shown on the cover page or immediately following the cover
page; and .

(b)  Prominently displayed.

2220.7 The premium and mode shall be stated for all plans that are
offered to the prospective applicant,

2220.8 A1l possible premiums for the prospective applicant shall be
f1Tustrated.

2220.9 The following items shall be included in the outline of coverage
in the order prescribed below. :
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PREMIUM INFORMATION [Boldface Typed]
He finsert issuer's namel can only raise your premium if we raise the premium

for all poticies 1ike yours in the District of Cotumbia. [If the premium is
based on the increasing age of the insured, include information specifying

when premiums will change. ]
DISCLOSURES ({Boldface Type]
Use this outline to compare benefits and premiums among policies.
READ YOUR POLICY VERY CAREFULLY [Boldface Typel
This is only an outline describing your policy's most important features. The
policy is your insurance contract. You must read the policy itself to
understand all of the rights and duties of both you and your insurance company.

RIGHT TO RETURN POLICY [Boldface Typel

If you find that you are not satisfied with your poiicy, you may return it %o
[insert issuer's address]. If you send the policy back to us within 30 days
after you received it, we will treat the policy as if it had never been {ssued

and return all of your payments.
POLICY REPLACEMENT [Boldface Typel

If you are replacing another health insurance policy, do NOT cancel 1t until
you have actually received your new policy and are sure you want to keep it.

NOTICE (Boldface Typel
This policy may not fully cover all of your medical costs.

[for agents:]

Neither [insert company's name] nor its agents are connected with
Medicare.

[for direct response:]
(insert company's namel is not connected with Medicare.

This outline of coverage does not give all the details of Medicare coverage.
Contact your local Social Security OFfice or consult “The Medicare Handbook"

for more details,

COMPLETE ANSWERS ARE VERY IMPORTANT [Boldface Typel

When you fi11 out the application for the new paolicy, be sure to answer
truthfully and completely all questions about your medical and health
history. The company may cancel your policy and refuse to pay any claims if
you leave out or falsify important medical information. [If the policy or
certificate is guaranteed issue, this paragraph need not appear.]

Review the application carefully before you sign it. Be certain that all
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information has been properly recorded.

[Include for each plan prominently identified in the cover page, a chart
showing the services, Medicare payments, plan payments and insured payments
for each plan, using the same language, in the same order, using uniform
tayout and format as shown in the charts below. No more than four plans may
be shown on one chart. For purposes of t1lustration, charts for each plan are
included in this chapter. An issuer may use additional benefit plan
designations on these charts pursuant to Subsection 2208.6 of this chapter.]

[Include an explanation of any innovative benefits on the cover page and in
the chart, in a manner approved by the Superintendent.]
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PLAN A
MEDICARE (PART A}—HOSPITAL SERVICES—PER BENEFIT PEAIOD

A benetit periog begins on the first day you receive service as an npanent in a hosonat and ends after YOu nave heen
autof the hospital ana have not received skiiled care in any other facility for 60 days in a row.

: ’ .
SERVICES i MEDICARE PAYS Ii PLAN PAYS YOU pPAY

. HOSPITALIZATION® | |
i Semiprivate room and boarg, . : |
‘ generat nursing and mis- j ! |
| celtaneous services and suppiies |

- First60 days | All byt 5[852] ’ 50 I 5[6521 {Part A Douuuctible) |
i 61stthru $0th day . Al but ${163] aday | ${163]|aday l 30
f 91stday and after: : i ]‘
; —While using 60 litatime ; / J i
: reserve days © All but ${3281 a day ${326] a day I $0 l
—0Once lifetime reserve days f {
are used:; ' l !
—Additionat 365 days 50 100% of Medicare h 50 |
: Eligible Expenses | :
—Beyond the Additionas f | :
365 days i 30 50 | All Costs |
l ‘ 7 [ ""‘
! SKILLED NUASING FACILITY I i ! !
( CARE" i , ;
You must meet Medicare's ! | 1
requirements.including having : J |
| been in a hospitat for at least 3 ' ] |
days and entered a Medicare- ! i .
,J aporoved facility within 30 days | ! |
| alterieaving the hospital |
First 20 days | All approved amounts | 50 | $0 4
21stthru 100th day I All but $[81.50] a day 30 ! Upto §[81.30] 2 day
1C1st day and after I s6 [ 80 i All costs
: ! : H .
[ ! f i .
| BLOOD ; ;‘
i First 3 pints S0 f 3 pints 30
' Additianal amounts | 100% | S0 P 50
J’ HOSPICE CARE ﬁ
‘l Available as iong as your doctor All but very limited $0 ! Balance

consurance for out-

certifies you are terminally ilf and Jl
patient drugs and #I
{

you elect {o receive these
services
1

[ —

inpatient respite care

3887




District of Columbia Register JUN 18 1903

PLAN A
MEDICARE {PART B)—MEDICAL SEAVICES—PER CALENDAR YEAR

“Once you have heen billed §1 00 of Medicare-Approved amounts for covered services {which are nored wilh an
astensk). your Part 8 Deductible will have been met for the calendar year.

SERVICES YOU Pay

|
MEDICARE PAYS j PLAN PAYS
i

" MEDICAL EXPENSES—

| INOR OUT OF THE HOSPITAL
AND QUTPATIENT HOSPITAL |

i TREATMENT, such as Phys:- ]

' Clans services. inpatient and I !

" cutpatient medical and surgical
Sefvicas and suppiias, physical
and speech therapy, diagnosuc
esis. durable medicai equipment,
First 8100 of Madicare i
Approved Amaunts 30 50 : S100(Parnt B Deductible; f
Remainder of Medicars
Approved Amounts | 8o% 20% | %0
|

Part B8 Excess Charges (Above
Medicare Approved
i Amounts) ’ 50 ) 50 All Costs i

| aLoop 1 f
| First 3 pints 50 Alt Costs E1n) i
| Next $100 of Medicare Approved

| Amounts® 30 $0 $100 (Part 8 Deductibie)

I Remainder of Medicare Approved

l‘ Amounts 80% f 20% 50 }

CLINICAL LABORATORY
SERVICES—BLOOD TESTS 100% 30 30
FOR DIAGNOSTIC SERVICES l i

PARTS A &B

} HOME HEALTH CARE i
MEDICARE APPROVED J
l SERVICES ’
| —Medically necessary skilled
care services and medica| ) : i
r suppties 100% '
| " —Durable madical equipment i
{ First $100 of Medicare !
|
1
f
]

. i
50 J 50 |
| |
Approved Amounts J 30 P S0 ;
I i
|
|

5100 (Part B Deductinle) ;

Remainder of Medicare
Approved Amounts

' 80m | 20% | 50

3888
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PLANGB
MEDICARE (PART A}—HOSPITAL SERVICES—PER BENEFIT PERIOD

A benefit penicd beqins on the first day you receive servica as an ‘\npatant in a hosoital and ends aiter you nave been
outof the hespial and have not recetved skilled care n any other facility for 60 days in a row.

SERVICES v MEDICARE paYs f PLAN PAYS : YOU Pay :
—_——
|
f
i
|
|
I
!
]
J
1

i HOSPITALIZATION®
! Semiprivate room and board, i
| general nursing and mis-
i cellaneous services ang supplies |

coinsurance for out- l
patient drugs and ; |
inpatient respite care

certifies you are terminaily ill and
YOU elect 1o receive these
I services

" Firs1 60 days . All but §{652) | 5[652] (Part A Deductible) | $0
615t thru 90th day | Altbut$(163acay | 3[163]a day | 30
91st day and after: !
~—While using 60 lifetirme [
reserve days " All but ${326] a day | ${326]aday 50
—Oncs lifetime reserve days i
dare usegd: i ’
—Additional 365 days © %0 100% of Medicare 50
; J[ Eligible Expenses ' ‘
—Beyond the Additiona : | i
365 days ; $0 I $0 I All Costs
t { j T
SKILLED NURSING FACILITY j ’ |
CARE" | ( l
You must meet Madicare's | |
requirements, including having i‘ ’
been in a hospital for at least 3 [ !
days and entered a Madicare- ; i !
; approved facility within 30 days | i |
' after leaving the hospita ] !
’ First 20 days All approved amaunts | g | 50 |
21stthry 100th day Allbut ${81.50} aday | 30 ’ Up to ${81.50] a day ;
! 101stday and after $0 | 80 | Aff costs |
- : ; ——
| BLOOD | X | 1‘
i First 3 pints | 30 J 3 pints | S0
, Additional amounts i 100% | 50 130
t | !
| HOSPICE CARE [ ] f
! Available as long as your doctar ; Afl but very fimited 30 ; Balance !
!
| |
!

3853
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PLANB
MEDICARE (PART B)\—MEDICAL SERVICES—PER CALENDAR YEAR

‘Once you have been billed $100 of Medicare-Aoprovea amounts far covereg services {which are nated with an
asterisx). your Part B Deductible will have been met for the calenaar year.

SERVICES . i MEDICAHE PAYS [ PLAN PAYS YOU PAY

. MEDICAL EXPENSES— | !
" INOR OUT OF THE HOSPITAL | i i
© AND QUTPATIENT HOSPITAL ;
: TREATMENT, such as Phys|. |
clan’s services. inpatsent and
. dutpatent medical ang surgical
services and suppkies, pnysicat
and speech therapy, diagnosue
 lests. durabte medical equipment, !
First $100 of Medicare |
|

i
$100 (Part 8 Deducubie) |

Approved Amounts se 30
Remainder of Medicare J
Approved Amounts i 80% : 20% i 30
. PartB Excess Charges (Above j i
: Medicare Approved H i _
J Amounts) $0 } 30 I All Costs i
: J ! T
| BLOOD ‘ ,l
| First 3 pints $0 | All Costs | 80 |
]J Next 3100 of Medicare Approved ’ (
I Amounts* 30 | 0 3100 (Part B Deductible)
I Remainder of Medicare Approved | | i
i Amounts 80% [ 20% l's0 JI
— | | |
| /
| CLINICAL LABORATORY J I ;
| SERVICES—8LO0D TESTS ! 100% i 30 | 50 ;
| FOR DIAGNOSTIC SERVICES J | J
i ! f !
PARTS A48
HOME HEALTH CARE { !
MEDICARE APPROVED | i |
SERVICES | | |

—Maedicaliy necessary skifled : ; o
care services and medical :
supplies 100% | S0 ! %0 ;‘

—Durabie medicaf equipment | ;
First $100 of Medicare ‘

E Approved Amounts ¢ i 30 ) : $100 (Part B Deducricle) |
i Remamnder of Medicare i i ’
: Approved Amounts } 80% I 20% P50

3830



Usstrict of Columbia Register JUN 14 1993

PLANC
MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PERIOD

“A benefit periog begins on the first day YOU receive service as an npatient in a nospital and ends after YOu nave peen
Qulofine nosoital ang have not received skiled care in any other facitity for 80 days in a row

PLAN PAYS YOU Pay

SERVICES . MEDICARE PAYS

HOSPITALIZATION®
- Semiprivate room and boarg.
general nursing and mis- k
. cellaneoys services and supplies |
First 60 days . Allbut 5[652) 3[652] (Part A Deductibie)
615t thru 90th day : Al but $[163] a day : 5[{163} a day
91st day ang after
~-While using 60 fifetime

30
$0

reserve days . AlFbut $1326] a day ${326] a day 50
—0nce Hetime reserva Jays !
are used: H
~Additional 365 days 30 ‘ 100% of Medicara | 50
| Eligible Expenses ‘
—Beyond the Additionaj _ { !
365 days ¢80 J 50 | AllCosts
] [
i SKILLED NURSING FACILITY i ; J
. CARE" ! 1
! You must meet Medicare's I ;
l‘ requirements.inc!uding having ; !
. beenin a hospital for at least 3 : i
I days and entered a Medicare- | i
. approved faciity within 30 days ’
| after leaving the haspital | i
! First 20 days All approved amounts | 30 30
| 2Tstthru 100th day i All but §[81.50] a day , Up 10 $(81.50} a day ¢ 30
101st day and after 50 : 50 ! Ali costs
: i
: i !
i BLOOD : i ‘
; First 3 pints {50 . 3pints ' 50
- Additional amounts . 100% Y S0
HOSPICE CARE . : i
Avatlable as leng as your dactor i All but very limited 50 ; Balance

certifies you are terminally ill and | coinsurance for out
you elect to receive these i patient drugs and
services ! inpatient respite care

3831
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PLANC
MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YEAR

"Once vou have peen billed $100 of Medicare-Approved amounts for covered services fwhich are noted with an
astenisk). your Part 8 Deductible will have been met tor the caiendar year.

SERVICES | MEDICARE PAYS % PLAN PAYS ; YOU PaY

MEDICAL EXPENSES— |

1IN OR CUT OF THE HOSPITAL [
AND QUTPATIENT HOSPITAL
TREATMENT. such as Physi- !

C1an's services. inpatient ang

outpauent medical and surgical

services and supplies, physicai

i and speech therapy, diagnosuc

i leslts. durable medical equipment,

First $100 of Medicare
Approved Amouynis*

Rema:nder of Medicare
Approved Amounts

Part B Excess Charges (Above
Medicare Approved Amounts)

50 $100 (Part B Deductible} ’ 30
80¢% 20% 0

30 30 All Costs

BLOOD

First 3 pims

Next $100 of Medicare Approved
Amounts*

Remainder of Medicare Approved
Amounts

$0 All Costs 50 |

50 $100 (Part 8 Deductible} | $o [
50 :

80% 20%

CLINICAL LABORATORY
SERVICES—BLOOD TESTS
! FOR DIAGNOSTIC SERVICES

100% $0 S0 i

PARTSALB

. HOME HEALTH CARE MEDI- I
CARE APPROVED SERVICES | .
—Medically necessary skilled | |
care services and magical
supplies 100% 30 | 50
—Durahte medical equipment 5
First $100 of Medicare j
Approved Amournis® 50 310G (Part B Deductible) | 30
Remainder of Medicare !
Approved Amounts | 80% ir 20% 50

OTHER BENEFITS—NOT COVERED BY MEDICARE

FOREIGN THAVEL — l ‘
NOT COVERED BY MEDICARE i
Medically necessary emergancy | |
Care services beginning during |
the first 60 days of each trip aut- : .J
side the USA l |
First $250 each calendar year l 30 if
i
| |
H !

0 i 3280
80% to a lifetime max- 20% and amounts over

imum benefit of $50,000 | the $50.000 litetime
! maximum

Remainder of Charges

3832
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PLAND

JOH 15 1993

MEDICARE {PART A)—HOSPITAL SERVICES—FER BENEFIT PERIOD

" A benefit period begins on the first day you receive service as an
outof the nospital and have not recetved skilled care in any other t

inpatient in a hospral and ends alter you have been
acliity for 60 days in a row.

SERVICES ©  MEDICARE PAYS | PLAN PAYS YOU PAY
I
! HOSPITALIZATION® i [ ! i
i Semiprivate room and board, i ‘
! general nursing ang mis- : ) l '
| cellaneous services and suppties i :
| First60 days © Al but §[652) | 5652 (Part A Deductible) | 30 ;
i B1stthru 90th day [ Allbut §[163) aday | 5163 a day ! 50 :
| 91stday and aiter- i ; \
; —While using 60 lifetirne i | ;
: reserve days : Alf but $[326] a gay 5{326) a day 30 | ;
i ~-Once lifetime reserve days | |
are used: - a ‘
——Additional 365 days .30 100% of Medicare i 30
J Eligible Expensas ;
: —8eyond the Additionat ‘ |
| 365 days [ S0 ‘ 50 ' Ali Costs :
| ‘ .
! | f -
| SKILLED NURSING FACILITY | f ;
i CARE" f i ;
You must meet Medicare's ! !
requirements, including having ( f :
beenin a hospital for at least 3 . i ‘
days and entered a Medicare- i i ;
approved faciiity within 30 days | ‘
after leaving the hospital i i :
First 20 days | All approved amounts | S0 | 50 ;
| 2%stthru 100th day l Allbut $(81.50] aday | Up 1o ${81.50] a day ' 30 :
- 101stday and affer | %0 | 50 | All costs
] l
| BLOOD ; i
i First 3 pints 30 / 3 pints F 30
i Additional amounts | 100% ! 50 i 30
HOSPICE CARE
Available as long as your doclor Batance

certifies you are terminally il ang
yau elgct to receive these
services

coinsurance for out-
patient drugs and

Ali but very limited ‘ 3G
J
inpatient respite care ‘

|

3833
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FLAND
MEDICARE {PART 8)—MEDICAL SERVICES—FPER CALENDAR YEAR

*Once you have been nileg $100 of Madicarg-Approved amounts for caverad services (which are notag with an
astensk), your Part 8 Deductibie wil have been met far the calendar year.

SERVICES . MEDICARE PAYS PLAN PAYS YOU PAY

MEDICAL EXPENSES—in OR ;
- OUT OF THE HOSPITAL AND ! '
" OUTPATIENT HOSPITAL TREAT-

MENT. such as

Physician’s services. mpatient

ang gutpanent medical and sur-
" gicat services and supplies,
physical and speech therapy, : :
diagnestic tests, durable megical | J ;
' equipmeant, :
First $100 of Macicare :

Approved Amounts - ;80
Remaincer of Medicare :

Approved Amounts 30% - 20% ;50
Part B Excess Charges (Above : ‘

Medicars Approvea ‘

Amounts} .30 ;50 ¢ All Costg

L)
o

i 3100 (Part B Deductinle) 1

BLOQD .
First 3 pints 30
Next $100 of Medicare Approvad i
Amounts * ' 50 |0
Remainder of Madicare Approved |
Amounts ;. 80% i 20%

Ali Costs 50

$100 (Part 8 Deductible) |

30

i
i
i
f
1

| CLINICAL LABORATORY | : ; ?
SERVICES—3LOOD TESTS 100% 50 30
* FOR DIAGNOSTIC SERAVICES 1

1continuea)

3534
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PLAN D (continueq)

PARTS A& B

JUN 13 1993

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

HOME HEALTH CARE
MEDICARE APPROVED

. SERVICES

—Madically necessary sxilieg
care services and maaicat

supplies 100% 30 50
—0Ouranla meaical equipment
First $100 of Medicare
Agproved Amounts * 30 30 - 3100 (Part 8 Ceaucuble}
Aemainger of Medicara
‘Approved Amaunts 30% . 209% .30
| AT-HOME RECOVERY i ]
! SERVICES—NOT CCVERED ! {
B8Y MEDICARE
Homae care certriiad by your doc-
tor, tor parsonal care during
recovery from an njury or sick-
" ness for wnich Medicare
approved a Horne Care Treaiment
Plan - ; ;
—Benefit for eacn visit - 30 © Actual Chargesio 840 ' Bajance
a visit
—Number of visits covereg : '
(must ge received within 8 ; ! )
weaks of {ast Madicare | | j i
Appraved visit) | 50 i Up to the number of { |
i : Medicare Approved vis-
! | its, not to exceed 7 each i
| waek :
—Calendar year maximum 50 i 31.600
QTHER BENEFITS—NOT COVERED 8Y MEDICARE
FOREIGN TRAVEL —-NOT
COVERED BY MEDICARE
Meaicaily necessary smargency
. Care services peqmning auring
. the first 80 days of each trip out-
; Side tha tJSA
First $250 eacn catenaar year 30 30 3250

Remainger of Charges 30

80% to a lifetime max-
imum benefit of $50.000

209% and amounts over

+ the 330.000 litetime

maximum

3895
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PLAN E'
MEDICARE (PART A)—HOSPITAL SERVICES--PER BENEFIT PERIOD

"A benefu periog begins on the first day you receive service as anunoatent n a hospital and ends aiter you nave pean
Jut of the nospital and have not recesived skilled care n any other facity for 60 days in a row. .

SERVICES | MEDICARE PAYS ! PLAN PAYS _: YOU PAY

HOSPITALIZATION i
Semuwprivate room and beard.
. 9enerai nursing and mis- :
© celfaneous services ang suppiies I

coinsurance for out- | :
patient crugs ang - : J
inpatient respite care | |

cerufies you are terminally il and
YOu edect (o receiva these
| services

First 60 days i All but §[652) 3652} (Part A Deductible) | 80
61st thru 90th day P Allbut §)163] a gay ¢ 5[163] a day | S0
91st day and afrer: | 5 | j
—While using 60 lifetime JI f !
reserve days ' Allbut 33261 a day | ${326] 2 day | $0
—0Once lifetime reserve days | [
are useaq: " ' !
—Additional 365 days . 30 ‘J 1009 of Medicare ' 50
i i Eligible Expenses ;
—Beyond the Additional | f !
: 365 days | 30 ’r So | All Costs
i t N
: i i !
| SKILLED NURSING FACILITY | f ‘ :
{ CARE" ] | j
I You must meet Medicare's I ] r’ J
| requirements.inciuding having , J ’
i been in a nospual for at least 3 ] ’ l
i days and entereq a Medicare- ; ! J i
! approved facility within 30 days [ ' | i
| after leaving the hospita 3 | i
| First20 days All approved amounts l 30 ’ 3G !
| Z2istthru 100th day Allbut $[81.50] a day | Upt0$[81.50] aday ; 50 X
' 101stday and atter | 30 | 30 [ Al cosis :
BLOOD J‘ J !
. First 3 pints I s | 3 pints P 50
. Additional amounts | 10094 {80 | 30
| v ~
\ | ;
| HOSPICE CARE ‘ | i
] Available as long as your docior ‘ Alf but very limitag . 30 | Balance
i
|

3836
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PLANE
MEDICARE (PART B}—MEDICAL SERVICES—PER CALENDAR YEAR

“Once you nave been piilad $100 of Medicare-Approved amaunts for caverad sarvices {wnich are notad witn an
asterisk), your Part B Deducupble will have ceen met for the calendar year,

SERVICES : MEDICARE PAYS PLAN PAYS YOU PAY

|
i
i
i

. MEDICAL EXPENSES~—IN OR i :
" OUT OF THE HOSPITAL AND | |

 QUTPATIENT HOSPITAL TREAT !
MENT, such as Physician's i i
Services, mpatient and cutpatient - ; i

. medical and surgical services I
' and supplies. physicat and { :
speach therapy, diagnostic tests. | ! i

durabie medical equipment, i |
First 5100 of Medicare

5100 (Part B Deducubie) |

Approved Amounts” ©$0 30
Hemainder of Medicare . i
Approved Amaounts  80% ' 20% 50
Part B Excess Charges (Above |
| Medicare Approved :
; Amounts) I 50 50 | All Costs
! | |
| BLOOD ! ;
! First 3 pints ! 50 All Costs $0 I
# Next $100 of Medicare Appraved | _ 2
| Amounts® | 50 30 $100 (Part 8 Deductible) |
| Remainder of Medicare Approved | i
|

I
Amounts | 80% 20% | 30 i
i

| CLINICAL LABORATORY SER- | _ _
| VICES—BLOCO TESTS | 1009 50 . 50 |
| FOR DIAGNOSTIC SERVICES | | !

i
i
i

PARTSA&B

HOME HEALTH CARE |
MEDICARE APPROVED :
SERVICES :

|

—Medically necessary skilled
cars services and medicai
supplies i 100% !
' —~Durabie medical equipment - o i
First $100 of Medicare i :
Approved Amounts i 30 | 30 | $100 (Part B Daductiole) .
Remainder of Medicare i J :

Approved Amounts | 80% . 20% | 80

icontinueaq)
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JUN 1§ 1993
PLAN E (continuea)
OTHER BEMEFITS—NOT COVERED BY MEDICARE
SERVICES MEDICARE PAYS | PLAN PAYS : YOU pay
i |
FOREIGN TRAVEL—NOT ; l 4

COVERED BY MEDICARE ' ‘
- Medicaliy necessary emergency ! J ‘
care services beginning during i j
i the first 60 days of each trip out- i ;
| side the USA | :
! First $250 each calendar year | 30 £0 3250 i
Remainder of Charges $0 | 80% tg a tifetime max- 20% and amounts over |

imum benefit of $50.000 | the $50.000 titetima

maximurn !

| PREVENTIVE MEDICAL CARE

BENEFIT—NOT COVERED BY

MEDICARE

Annual physical and preventive

lests and services such as: facal |

occuit blood test, digital rectal !

exam. mammaogran, hearing i

sCreenng, dipstick urinalysis, |

diabetes screening, thyroid func- |

tion test, influenza shot, tetanus |

and diptheria booster and educa- f

tion. administered or ordered by

your doctor when not coverad by

Medicare

First $120 each catendar year / 30 5120 50 |
%0

e

Additional charges 30 All Costs |

| S— —

38638
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PLANF
MEDICARE {PART A)—HOSPITAL SERVICES—PER BENEFIT PERIOD

A benefit cerod begins on the first day you receive Service as an inpatientin a hospital and ends alter vou nave cean
Jut of tne nospital ang have not recatved skilled care :n ary otner facdity for 60 days in a row.

i

SERVICES MEDICARE PAYS | PLAN PAYS YOU Pay

HOSPITALIZATION® :
Semiprivate room and poard. ‘ I

. general nursing and mis- ; i
I

i
|
i
{
|
celtaneous services and supplies !
F

First 60 days All but 8(852| " ${652] (Part A Deducuble) | SO
§1st thru 90th day - Allbut §[183]aday  © 3[183]aday 1)
91st day ana after: i
—While using 80 lifetime ‘ i '
reserve days Allbut ${326jaday | 3{326]aday | so .
—Once fetime reserve days i :
are used: '
—Additional 365 days 30 j 100% of Medicare i S0
. Eligible Expenses X
—Beyond the Additionai : '
365 days 50 | 30 All Costs
; |
! SKILLED NURSING FACILITY
| CARE"
| You must meet Medicare's i
;‘ requirements.including having ! i
| been in a hospitat for at least 3 : i
{ days and entered a Medicare- } i
! approvea facility within 30 days |
| afterleaving the haspital
i First 20 days i All approved amounts | 30 30
21st thru 100th day ! Allbut ${81.50] aday | Upto §{81.50] a day 50
101st day and after 1 30 i %0 i A costs
: |- \
' BLOOD i ! :
* First 3 pints i 30 | 3pints " S0
+ Additionat amaounts i 100% ) 50
| HOSPICE CARE ;
' Available as tong as your doctor |

certifies you are terminatly ill and comsurance for out-
you elect to receive these patient drugs and
services | inpatient respite care

|
i
Alt but very timited i 50 ; Balance

3833
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PLANF

JUN 14 1953

MEDICARE {PART B)—MEDICAL SERVICES—PER CALENDAR YEAR

"Once vou have been bitled $100 of Medicare-Approved &mounis for caverad services |

asterisk). your Part 8 Deductiale wiit have peen met for the calendar year.

which are noted with an

SERVICES

MEDICARE PAYS |

PLAN PAYS

MEDICAL EXPENSES—IN OR
OUT OF THE HOSPITAL AND
QUTPATIENT HOSPITAL TREAT-
MENT. such as Physician’'s
services, inpatignt and outpatient
medical and surgical services
and supplies, physical and
| Sbeech therapy, diagnostic tasts.
i durabie medical equipment,
First $100 of Medicare
Approved Amounts
Remainder of Medicare
Approved Amounis
Part B Excess Charges (Abave
i Medicare Approved Amounts)
|

$0
BQ%

5¢

$100 (Part 8 Deductibis}
[ 20%

i 100%

i YOU PAY

%—Hﬁh‘*___‘
| 5

|
|
|
J

3
(=)

F—

BLOOD
First 3 pints
Next $100 of Medicare Approved
;  Amounts*
Il Remainder of Medicare Approved
Amounts

30
$0

{ B0%

All Costs

$100 (Part 8 Deductible)

J 20%

J

o |
$0 f
= |

CLINICAL LABORATORY
SERVICES—BLOOD TESTS
| FOR DIAGNOSTIC SERVICES
L

|

100%

30

i
!

s0

PARTS A& B

| HOME HEALTH CARE MED!.
CARE APPROVED SERVICES
—Medicaily necessary skilled
care services and medicaj
supplies
—Durable medicat equipment
First $100 of Medicare
Approved Amaunts *
Remainder of Madicare
Approved Amounts

|

i

80%

|

! FOREIGN TRAVEL —NOT

| COVERED BY MEDICARE

I Medicaty necessary emergency
| care services beginning during

i the first 60 days of each 111p oyt-
: sida the USA

;. First $250 each calendar year
| Remainder of Charges

i
f

|

© 50

50

5100 (Part 3 Deducuble)

|
|
|
|
' 20%

g0

| s0

SSO

OTHER BENEFITS—NOT COVERED BY MEDICARE

|

i
J
i
i

| 80
| 80% to a lifetime max-
i imum benefit of 350.000

| $250

i 20% anc amounts over
| the $50.000 lifaume

' maximum

<

3300
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PLANG
MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PERIOD

TA Denaiit period begins on the first day you receive service as an inpatent n a hospital and endgs after YOu have Heen
Ul of the nosonal ana have not received skilted care in any other facility for 0 days inarow.

SERVICES . MEDICARE PAYS | PLAN PAYS ‘ YOU paY

| ! B |

HOSPITALIZATION" '
Sermprivate room and beard, ; i i
- general nursing and mis- ; f |
i ceflaneous services and supplies | ! : |
]

First 60 days i Al but 5{652] i 5{652] {Part A Deductible) | 50
61st thru 90th day - A but ${163] a day | 3(183] a qay i 50 :
. 91staay and aftar: : i :
' —White using 60 lifetime : ! |
reserve days | Alt but ${326) a day ¢ $[326] a day ' 30 :
—Once lifetime reserve days | ’ i
are usedq: : i !
—Additionai 365 days 30 i 100% of Medicare . 30
: | Eligible Expenses
—Beyond the Additional . ;
365 days | 30 # 30 i AltCosts :1
| SKILLED NURSING FACILITY . I |
' CARE" | ; ; ;
You must meet Medicare's i | i i
requirements.inciuding having ! | |l
| been in a hospual for at teast 3 ; j : i
| days and entered a Medicare- ] ; |
i approved facility within 30 days ; J i
| after leaving the hospitat i . ! i
i First 20 days | All approved amoynis ﬁ 30 | 50 _
I 21stthru 100th day Alfbut $[81.50] a day i Upto 5[81.50] agay - 50 i
10G1st day and after 180 ! 30 © Allcosts
- BLOOD 5 ! :
* First 3 pints ; S0 ! 3 pints 50
: Additional amounts 1 100% 30 ;50
i : : .
f |
| HOSPICE CARE |
| Available as long as your dactor All but very iimited | S0 . Balance

coinsurance far out- |
patient drugs and !
inpatient respste care

certifies you are terminally il ang
YOu elect to receive these
services

3301
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PLANG
MEDICARE (PART B}—MEDICAL SERVICES —FER CALENDAR YEAR

“Cnce you have been oiiled $100 of Medicare-Approved amounts far COvered Services (wnich are noted with an
istenskl. your Part 8 Deductbte wiil have pesn met for the calendar year.

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

MEDICAL EXPENSES—N OR
OUT OF THE HOSPITAL AND
QUTPATIENT BOSPITAL TREAT-
MENT. such as Physician s
services. inpauent and oulpatient
meaical and surgical services
and supplies. physical and
' 5peech therapy, diagnoslic tests,
- durable meaicai equipment.
First $100 ot Madicare

Approved Amounts * 50 |50 | 3100 (Fart 8 Deductible)
Hemainger of Meadicara ;
Appraved Amounts 30% 20% © 30

Part B Excess Charges (Above
Medicare Approveda

Amounis) , 30 80% , 20%
BLOOD 1 :
First 3 pints D80 All Costs 030
: Next $10C of Medicare Approvad . :
. Amounts” i 50 f-le] 5100 (Part 8 Deductible) |
. Remainder of Medicare Approved 3 ! i
i Amounts | 80% 0 20% 1 30 :

i

CLINICAL LABORATORY : ‘
SERVICES--3LOOD TESTS 100% 30 S50
FOR DIAGNOSTIC SERVICES

rcantinued)
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PLAN G (conunuea)

PARTS A& B

SERVICES MEDICARE PAYS PLAN PAYS YOU PAY

HOME HEALTH CARE
MEDICARE APPROVED
SERVICES
—Medaically nacessary skilled
care services ang meagicat
supplies 100% " 50 30
—JOuraple medical aquigment
First $100 of Medicare :
Approved Amounts 30 30
Hemainger of Medicara :
Approveg Amounts 8000 § 20% . 50

I
AT-HOME RECOVERY !
- SERVICES—NOT COVERED :
BY MEDICARE
Heme care certfied by your doc-
10r, for personal care qunng
recovery [rom an wnury or SicK-
ness for wnich Medicare
approvea a Home Care Treaiment
~lan : :
—8enefit for each wvisit 50 i Actual Charges to $40¢ Batance
Foa VISt

310G (Part B Deductple) -

—Number of visits covered

{must te received within 8 |

weeks of last Medicare /

Approved visit) e ! Up to the number of

i Medicare Approved vis-

| its, not to exceea 7 each
weekK ;
51,6Q0

—{Calendar year maximum 30

QTHER BENEFITS—NQT COVERED BY MEDICARE

FOREIGN TRAVEL—NOT
COVERED BY MEDICARE
Meaically necessary emergency
care services beginning during
tne first 60 days of gach trip oui-

side the USA
~irst 3250 each calendar year 30 30 5250
Remaincer ot Chargas 30 80% to a tifetime max. 20% and amounts over
imum penefit of $350.000 ¢ 'he 550.000 lifeume
maximum
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PLANH
MEDICARE (PART A)—HOSPITAL SERVICES —PER BENEFIT PERIQD

"4 peneil period begins on the first day you recerve service as an inpatient in a hospital and ends afler you have been
Jut of the hospitad ana have not received skiiled care in any other faciity for 60 days i a row.

SERVICES | MEDICARE PAYS | PLAN PAYS i You pay

I i |

- HOSPITALIZATION ™ ‘ !

_ Semuprivate room and board.

! generai nursing and mis-

. cellaneous services and supplies
Firgt 50 days ; Al but §[652) §{652] (Part A Deductibis) | S0
61st thru 90th cay ! All but $1163] a day . ${163] a gay 30
91st day and after:

~While using 60 lifeume

i reserve days I Al but $[328] a day 5[326} a day SC !
‘ ~~0nce lifetime reserve days ' l
are used: |
—Additional 365 days ; S0 100% of Medicare 50 !

) Eligible Expenses !
—Beyond the Additional
365 days 50 50 Al Costis

SKILLED NURSING FACILITY
CARE~

You must meet Medicare’s
requirements.including having
beenin a hospital for at feast 3 ‘
days and entered a Madicare- i }
approved facility within 30 days
after leaving the hospital

i First 20 days All approved amounts [ 3G | 30
i 21stthru 100th day Allbut3[(81.50]aday | Upto $[81.50] a day ]
101st day and after | $0 ¢ 50 | Al costs

i - :

‘ i ;

. BLOOD !

- First 3 pints 30 3 pints - ¢ 30

. Additional amaunts 10G% - %0 . S0

HOSPICE CARE i i i
Available as long as your doctor All but very limited ;
t certifies you are terminally il and coinsurance for out-
you elect to recelve these patient drugs and !
! services | inpatient raspite care | 50 i Balance
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PLAMH
MEDICARE (PART B)—MEDICAL SERVICES—PER CALENDAR YEAR

“Once you nave been bifled $100 of Medicare-Approved amounts for covered services (which are noted with an
astenski. your Part B Deducuble wili have been met for the calengar year.

SERVICES .| MEDICARE PAYS ! PLAN PAYS YOU PAY

MEDICAL EXPENSES—INOR ‘ i
OUT OF THE HOSPITAL AND :
QUTPATIENT HOSPITAL TREAT- |
MENT, such as Physician's !
services, inpatient and outpatient |
medicat and surgical services ' ?
and supplies, physical and i
speech therapy, diagnostic tests, | :
durable medicat equipment, i i
First $100 of Madicare : ‘

Approved Amounts {30 $0 $100 (Part 8 Deductinle) |
Remainder of Medicare i
Approved Amounts © 80% 20% $0

Part 8 Excess Charges (Above
Medicare Approved

Amaunts) [ 50 $0 All Costs

|

BLOOD [ |
First 3 pints $0 All Costs 50. ;
Next $100 of Medicare Approved ' o
Amaounts” 30 30 5100 (Part 8 Deductible) |
Fiemainder of Medicare Approved '
Amaounts 80% 20% 30 . ;

T |
CLINICAL LABORATORY

SERVICES—BLOOD TESTS 100% 80 ¢
FOR DIAGNQSTIC SERVICES : |

PARTS A &B

HOME HEALTH CARE '
MEDICARE APPROVED |
SERVICES ’
—Medically necessary skilled J
care services and medical

|
I supplies i 100% ' 50 '! 50
I —Durable medicat equipment | |
| First $100 of Medicars | ;
; Approved Amaunts* - 30 30 ; $100 (Part B Deauctible)
§ Remainaer of Medicare ? :
! Approved Amaunts | BO0% ! 20% i 30
| I

fcontinued
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PLAN H {continued)

OTHER BENEFITS—NOT CCVERED BY MEDICARE

JUN t g 1893

SERVICES

MEDICARE PAYS

PLAN PAYS

YOU PAY

FOREIGN TRAVEL—NOT

COVERED BY MEDICARE

Medically necessary emergency

care services beginning durng

the firs: 60 days.of each trip out-
' side the USA

First $250 each calendar year 30 30 3250
Remamnder of Charges 30 80% to a iifetime max- 20% and amounis over
imum benefit of $50,000 | the $50,0C0 lifetime
. maximum
BASIC QUTPATIENT PRE-
SCRIPTION DRUGS—NOT
COVERED BY MEDICARE
© First $250 each calendar year - 80 50 $250
- Next 32.500 each calendaryear © 30 50% —31.250 calendar | 50%
i i year maximum benefil
i Qver $2.500 each calendar year : 50 30 All Costs
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PLANI

MEDICARE (PART A)—HOSPITAL SERVICES—PER BENEFIT PERIGD

"A benefit period beging on the first day you receive service as an ngatent ; & hospiral and ends afier vou nave been

2utof the nosoital and have not recesved skiled care m any cther faciity for 60 days in a row

SERVICES MEDICARE PAYS ‘ PLAN PAYS YOU Pay

| HOSPITALIZATION® ; ! :
! Semiorivate room and board, . ‘
! general nursing and ms- : |
i cellaneous services and supplies | i
| First 60 days Alt but ${652 | $[652] (Part A Decuctible) | $0
 Blstinru 90th day L Allbur [163jaday | 3[163}a day . 80
i 97stday and aiter: ! '
{ ~—While using 60 lifetime :
T reserve days " All but $[326) a day $[326] a day {50 \
—Once lietime reserve days | | '

are used: i

—Additional 365 days T 50 100% of Medicare © 50

: Eligible Expenses

~—Beyona the Additional 1 ;
: 385 days 30 ! 30 ! Ali Costs
; . i I
i : ‘
{ SKILLED NURSING FACILITY !
J CARE"® |
¢ You must meet Medicare's ; |
| requirements,including having ‘ |
| been in a hospitai for at least 3 | ;
{ days and entered a Medicare- | |
| approved facility within 30 days :
| after leaving the hosgpital ; j
\ First 20 days i All approved amounts | 50 -]
| 21sttheu 100th day | Altbut $[81.50)aday | Up ta $[81.50] a day 0]
| 10tstday and after F 0 30 i Alf costs
| BLOOD i
. First 3 pints 30 3pints )
! Additional amounts | 100% ! 30 L 50

i
HOSPICE CARE i :
Available as long as your dector All but very limited ! %50 , Balance

certifies you are termmally il and
you etect to recerve these
services

coinsurance for out-
| patient drugs and
| inpatient respite care
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PLANI
MEDICARE (PART B)—-MEDICAL SERVICES—PER CALENCAR YEAR

‘Once you have been billed $100 of Medicare-Aoproveg amounts for covered services Iwhicn are noted with an
astansk). your Part 8 Deductibte will have bean met tor the calenqar year.

SERVICES . MEDICARE PAYS | PLAN PAYS YOU pay

MEDICAL EXPENSES—IN OR
QUT OF THE HOSPITAL AND
OUTPATIENT HOSPITAL TREAT-
- MENT. such as Physician’s
Services, inpatient and outpatient
© medical ana surgicai sarvices
i and supples. physicai ang ! . . ;
Speecn therapy, diagnostc tests, ; : ;
Qurable medical equipment, : ‘ ' i
First $100 of Medicare i ; ; i

Approved Amaunts * | 30 ' 50 | 5100 (Part 8 Deductinie) |
Remainder of Medicare ; !
Approved Amounts © BOY% i 20% 30 ‘

Part B Excess Charges (Above i
Medicare Approved

Amoaunts) © 80 ¢ 100% - 30
| BLOOD ; : i !
i First 3 pints - i 30 . All Casts : 30 |
| Next $100 of Medicare Approved | i : i
| Amounts* | s0 | 50 | $100{Par 8 Deductivle) |
i Remainder of Madicare Approveda | f ! {
[ Amounts i 80% | 20% i §0 j

CLINICAL LABORATORY i !
© SEAVICES—BLOOD TESTS : 100% |30 " 30
FOR DIAGNOSTIC SERVICES

fcontinued)
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PLAN | {continuea)

PARTS A& B

SERVICES MEDICARE PAYS PLAN PAYS YOU pay

HOME HEALTH CARE
MEDICARE APPROVED
SERVICES
—Mealcaily necassary sxiieq
care services ang meaicai
supplies 100% 30 30
—Duranie meaical equinment
First 5100 of Medicars . )
Approveg Amcunts® 50 30 5100 (Part B Deguctible) |
Remamder of Medicare , ‘ i
Aporoved Amounts 20 ; 20% © 30

. AT-HOME RECOVERY

. SERVICES—NOT COVERED
BY MEDICARE
Home care cartified Dy your doc-
tor, for personai care auring
recovery from an nqury or sick-
ness for which Medicare
dporoved a Home Care Treatment

Plan i ! Balance
~—~Benetit for each visit 30 : Actual Charges 1o $40
" avisit
—~Number of visits covered 30 " Up 10 the number of

{must be recaved within 8 Meaqicare Approved vis-
weeks of fast Madicare its, not to exceed 7 sach
Approved visit) week

—Calendar year masimum 30 © 51,600 . o

OTHER BENEFITS—NOT COVERED BY MEDICARE

FOREIGN TRAVEL —NQT
* COVERED BY MEDICARE
Medically necassary emergency
<are services beginnmg during
ing 1irst 60 days of aacn D out-
side the USA
First $250 eacn calendar year 50 . 50 3250
Remaindger of Chargas 30 80% to a lifetime max- 20% ana amounts over
imum oenrefit of $50.000 ine $50.0090 lifetima
Taximom
- BASIC QUTPATIENT PRE-
SCRIPTION DRUGS—NOT
COVERED BY MEDICARE
First 8250 eacn calendar vear 30 50 3250
Next $2.500 each caiendar year 30 30% —31.250 caiendar 209
' year maxirmum nanersit
Over $2.500 eacn catendar voar 30 30 All Costs
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PLANJ

MEDICARE (PART A}—HOSPITAL SERVICES--PER BENEFIT PERIOD

A benefit penod negins on the lirst day you recelve service as an inpatientn a hosortal an
Jui of the naspital ana have not received skilled car

JUN 18 1803

d enas after you have been
e any otner tacility for 60 days 0 a row.

SERVICES MEDICARE PAYS . PLAN PAYS YQu Pay
l
HOSPITALIZATION® i !
Semiprivate room and boara. i :
general pursing and mis- i !
cellaneous services and supplies ;‘ }
First 60 days | All but $(652 | $1652] (Part A Deductible) | 50
61st thru 90th day Allbut3[163]agay | $[163]a day | SO
91stday and after: ' i
—While using 60 lifetime |
reserve days All but ${326] a day ${326] a gay i $0
—Once lifetima raserve days |
are used: ! ! [
—Additional 365 days 50 | 100% of Medicare ¢ 50
| Eligible Expenses
—Beyond the Additionat J !
365 days ! 30 I 50 [ All Costs
i
SKILLED NURSING FACILITY # j
CARE" i
You must meet Medicare's r I
requirements.including having |
beenin a hospital for at least 3 l [
days and entered a Meadicare- ’ |
approved facility within 30 days ’
after leavirig the hospital !
i Firs120 days All approved amaunts | 30 5o
i 21stthru 1CO0th day All but ${81.50] a day J Up to 3{81.50) a day : 50
i 101stday and atter ! 30 | S0 | Allcosts
: ' 1 j '
| BLOOD | ? '
i First 3 pints $0 | 3pints j 30 J
| Additional amounts 1 100% J 30 | 5C I
i HOSPICE CARE
Available as long as your doctor All but very limited 30 Balance

certifies you are termminaliy it and
you elect 1G receive these
services

cowisurance for qut-
patient drugs and
inpatient respite care
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MEDICARE (PART B)

“Once you nave been nilled $100 of
ASIensk). your Part 8 Deducuble wil

Medicare-Approved amounits f

PLANJ

have been met for the calendar year.

SERVICES

MEDICARE PAYS | PLAN PAYS

JUN 1¢ 1903

—MEDICAL SERVICES—PER CALENDAR YEAR

Or covered services (Whicn are noted wirn an

YOU PAY

MEDICAL EXPENSES—iN OR
- OUY OF THE HOSPITAL AND

- OUTPATIENT HOSPITAL TREAT.
" MENT. such as Physician’s

Services, inpatient ang outpalient
medical ana surgical services
' and suppiies. physical and

¢ Speech therapy, diagnostic tests,
* durable medicaf equipmaent.

First $100 of Medicare
Approveq Amounts *

Remamnder of Medicare
Approved Amaunts

Part B Excess Charges Above
Medicare Approvea
Amounts)

+ 50

80%

''s0

[
i
f 3100 (Part B Deductibie)

20%

10Q%

l

!

i

(f
|
!

50

¢

50

BLOOD

First 3 pints

Next $100 of Medicare Approved
Amounts -

Amounts

;30

i
I 80
Remainder of Medicare Approved ;

1

80%

%

I
{ CLINICAL LABORATORY

SERVICES—BLOOD TESTS

i FOR DIAGNOSTIC SERVICES

I 100%

All Costs
$100 (Part B Deaductible}

20%

50 . ;
30

|
30 |

|
|
l
|
|

i 30

| HOME HEALTH CARE

i MEDICARE APPROVED
| SERVICES

|

—Medically necessary skiiled
care services and medical

i supplies

—Durable medical equipment
First $100 of Medicare
Appraved Amounts
Remainder of Medicare
Approved Amounts

- 100%

| B0%

| 20%

3911
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| imum benefit of $50.000 } the 350,000 lifetime

JUN 18 1993
PLAN J (contmuea)
PARTS A & B (connnuea)
SERVICES MEDICARE PAYS PLAN PAYS YOU PAY
HOME HEALTH CARE iconr'a)
AT-HOME RECOVERY
SERVICES—NOT COVERED :
3Y MEDICARE
Homa care cernfied by your doctor, X :
‘or personal care oegmning during : :
recavery from an Nkiry ar sickness | i
‘ar which Medicare approvea a |
Home Care Treatment Pian :
—8enefit for sach wisit i 50 i Actual Charges 10 $4¢ a | Batance .
i L visit i i
~—Number of visits caverag 50 I Up to the number of i
{must be received within 8 ; | Medicare Approved vis- | j
weeks of last Medicare i ! its, NAt 10 excead 7 each i
Appraved visit) i waak ] f
—Calenaar year maximum ;S0 | §1.600 : :
OTHER BENEFITS—NOT COVERED BY MEDICARE
* FOREIGN TRAVEL—NOT ! 5 :
. COVERED BY MEDICARE ! #
| Medically necessary emergency - ; : j
: Care services beginning quring : l i g
i e tirst 0 days of each trip out- | !
| side the USA ! ! i |
. First$250 each calendar year | 30 i 30 | 5250
Remainder of Charges ;30 ' 80% to a lifetime max- | 20% and amounts over J
f
1
|

| | maximum

EXTENDED QUTPATIENT PRE-
SCRIPTION DRUGS-—NOT
COVERED BY MEDICARE

First $250 each calendar vear

Mext $8.000 eacn calendar vear

QOver $6,000 each calenaar
year

- 30 30 3250

30 ’ 30%—33.000 calencar - 50%
YEAT Maximum penefit

| S0 ;30 - All Costs

. PREVENTIVE MEDICAL CARE
. BENEFIT—NOT COVERED BY
- MEDICARE

Annual pnysical and preventive

 'esis and services such as: fecal

occuit plood test, digital rectal
SXam. mammegram. nearing

. 3creening, Qipstick urinalysis,
" diabetes screenung, thyroid func-

tion test.influenza shot. tetznug

" and dipthena boostar and educa-

lion. aaministered or orgereg by
yOur doctor when naot coverag by
Medicare
First $120 eacn cajendar vear
Additionai Charges

30 3120 30

30 30 All Cosrs
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222} REQUIRED DISCLOSURE PROVISIONS - NOTICE REGARDING POLICIES OR
CERTIFICATES WHICH ARE NOT MEDICARE SUPPLEMENT POLICIES.

2221 .1 Any accident and sickness insurance policy or certificate, other
than a Medicare supptement policy; or a policy issued pursuvant to
a contract under section 1876 or section 1833 of the Federal
social Security Act (42 U.S.C. 1395 et seq.), disability income
policy; basic, catastrophic, or major medical expense policy;
single premium nonrenewable policy or other policy tdentified in
section 2202.2 of this chapter, issued for delivery in the
District of Columbia to persons eligible for Medicare by reason of
age shall notify insureds under the policy that the policy is not
a Medicare supplement policy or certificate.

2221.2 The notice shall either be printed or attached to the first page
of the outline of coverage delivered to insureds under the policy,
or if no outline of coverage is delivered, to the first page of
the policy, or certificate delivered to insureds and the notice
shail be in no Tess than twelve (12) point type and shall contain
the foltowing language:

"THIS [POLICY OR CERTIFICATE] IS NOT A MEDICARE SUPPLEMENT
[POLICY OR CONTRACT]. IF YOU ARE ELIGIBLE FOR MEDICARE, REVIEMW
THE MEDICARE SUPPLEMENT BUYER'S GUIDE AVAILABLE FROM THE COMPANY .

2222 REQUIREMENTS FOR APPLICATION FORMS AND REPLACEMENT COVERAGE

2222.1 Application forms shall include the following questions designed
to elicit information as to whether, as of the date of the
application, the applicant has another Medicare supplement or
other health insurance policy or certificate in force or whether a
Medicare supplement policy or certificate is intended to replace
any other accldent and sickness policy or certificate presently in

force.

2222.2 A supplementary application or other form to be signed by the
applicant and agent containing such questions and statements may
be used.

(a} [Statements]

(1) You do neot need more than one Medicare supplement
policy. ‘

(2> If you are 65 or older, you may be eligible for
berefits under Medicaid and may not need a Medicare
supplement policy.

(3 The benefits and premiums under your Medicare
supplement poiicy will be suspended during your
entitiement to benefits under Medicaid for 24 months.
You must request this suspension within 90 days of
becoming eligible for Medicaid. If you are no longer
entitled to Medicaid, your policy will be reinstituted
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if requested within 90 days of losing Medicaid
eligibility.

(4)  Counseling services may be available in the District
of Columbia to provide advice concerning your purchase
of Medicare supplement fnsurance and concerning
Medicaid.

{b) [Questions] To the best of your knowledge,

(1 Do you have another Medicare supplement policy or
certificate in force (including health care service
contract, health maintenance organization contrack)?

(A) If so, with which company?

(2) Do you have any other health insurance policies that
provide benefits which this Medicare supplement policy
would duplicate?

(A If so, with which company?
(B) HWhat kind of policy?
3 If the answer to question 1 or 2 is yes, do you

intend to replace these medical or health policies with this
policy [certificate]?

(4)  Are you covered by Medicaid?

2222.3 Agents shall list any other health insurance poticies they
have scld to the applicant.

(a)  List policies sold which are still in force.

(b  List policies sold in the past five (5) years which are no
longer in force.

2222.4 In the case of a direct response issuer, a copy of the
application or supplemental form, signed by the applicant,
and acknowledged by the insurer, shall be returned to the
applicant by the insurer upcn delivery of the policy.

2222.5 Upon determining that a sale will involve replacement of
Medicare supplement coverage, any issuver, other than a
direct response issuer, or its agent, shall furnish the
applicant, prior to issuance or delivery of the Medicare
supplement policy or certificate, a notice regarding
replacement of Medicare supplement coverage.

{a)  One copy of the notice signed by the applicant and the

agent, except where the coverage is sold without an agent,
shall be provided to the applicant and an additional signed
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2222.6

JUN 15 1693

copy shall be retained by the issuer.

(b> A direct response issuer shall deliver to the applicant at
the time of the issuance of the policy the notice regarding
replacement of Medicare supplement coverage.

The notice required by subsection 2222.5 for an issuer shall
be provided in substantially the following form in no less
than ten (10) point type:

NOTICE TO APPLICANT REGARDING REPLACEMENT
OF KMEDICARE SUPPLEMENT INSURANCE

[Insurance company's name and address]
SAVE THIS NOTICE! IT MAY BE IMPORTANT TO YOU IN THE FUTURE.

According to [your application] [information you have furnished],
you intend to terminate existing Medicare supplement insurance and
replace 1t with a policy to be issued by [Company Namel Insurance
Company. Your new policy will provide thirty (300 days within
which you may decide without cost whether you desire to keep the
policy. You should review this new coverage carefully. Compare
it with all accident and sickness coverage yoU now have.

Terminate your present policy only if, after due consideration,
you find that purchase of this Medicare supplement coverage is a
wise dectsion. :

STATEMENT TO APPLICANT BY ISSUER, AGENT [BROKER OR OTHER
REPRESENTATIVE]

I have reviewed your current medical or health ipsurance
coverage. The replacement of insurance involved in this
transaction does not duplicate coverage, to the best of ny
knowledge. The replacement policy is being purchased for the
foliowing reason(s) (check one):

Additional benefits.

No change in benefits, but lower premiums.
Fewer benefits and lower premiums.

Other. (please specify)

1. Health conditions which you may presently have (preexisting
conditions) may not be immaediately or fuily covered under
the new policy. This could result in denial or delay of a
claim for benefifts under the new polticy, whereas a similar
claim might have been payable under your present policy.

2. District of Columbia law provides that your replacement

policy or certificate may not contain new preexisting
conditions, waiting periods, elimination periods or
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2222.7

2223

22231

2224

22241

?AppTicant‘s‘g?Eﬁgture) o

(ate)

JUN 15 1082

probationary pericds. Tha insurer will waive any time
periods applticable to preexisting conditions, waiting
perieds, elimination periods, or probationary periods in the
new policy (or coverage) for similar benefits to the extent
such time was spent (depleted) under the original policy.

If, you still wish to terminate your present policy and
replace it with new toverage, be certain o truthfully apd
completaly answer all questions on the application
concerning your medical and health history. Failure to
inctude all material medical information on an application
may provide a basis for the company to deny any future
claims and to refund your premium as though your policy had
never been in force. After the application has been
completed and before you sign 1t, review it carefully to be
certain that all information has been properly recorded.
(If the policy or certificate is guaranteed issue, this
paragraph need not appear. ]

Do rot cancel your preseat policy until you have received
your new policy and are sure that you want to keep it.

(SignaEEFEﬁBFAﬂggﬁftﬁEFEEEF_6?76¥HEFW§Epreseﬁfngve)*

[Typed Name and Address of Issuer, Agent or Broker]

*Signature not required for direct response sales.

Paragraphs T and 2 of the replacement notice (applicable to
preexisting conditions) may be deleted by an issuer if the
replacement does not involve application of a new preexisting
condition Timitation.

FILING REQUIREMENTS FOR ADVERTISING.

An issuer shall provide a copy of any Medicare
supplement advertisement intended for use in the District of
Columbia whether throtgh written, radio or television medium to
the Superintendent of Insurance for review or approval by the
Superintendent to the extent it may Le required under District of
Columbia Taw.

STANDARDS FOR MARKETING

An issver, directly or through its producers, shall:
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(a)  Estabiish marketing procedures to assure that any comparison
of policies by its agents or other producers will be fair
and accurate;

{h Establish marketing procedures to assure excessive insurance
is not sold or issued;

(¢c>  Display prominently by type, stamp or other appropriate
means, on the first page of the policy the following:

"Notice to buyer: This policy may not cover all of your
medical expenses.”:

{d) Inquire and otherwise make every reasonable effort to
identify whether a prospective applicant or enrollee for
Medicare supplement iasurance already has accident and
sickness insurance and the types and amounts of any such
insurance; and

(e) Establish auditable procedures for verifying compliance with
this subsection 2224.1.

2224 .2 The following acts and practices are pronibited:

(&) Twisting. Knowingly making any misleading representation or
incomplete or fraudulent comparison of any insurance
policies or insurers for the purpose of inducing, or tending
to induce, any person to lapse, forfeit, surrender,
terminate, retain, pledge, assign, borrow on, or convert any
insurance policy or to take out a policy of insurance with
another insurer.

(b)  High pressure tactics. Employing any method of marketing
having the effect of or tending to induce the purchase of
tnsurance through force, fright, threat, whether explicit or
implied, or undue pressure to purchase or recommend the
purchase of insuance.

(c)  Cold tead advertising. Making use directly or indirectly of
any method of marketing which fails to disclose in a
conspicuous manner that a purpose of the method of marketing
ts solicitation of insurance and that contact will be made
by an insurance agent or insurance company .

2224.3 The terms “Medicare Supplement," "Medigap," "Medicare
Wrap-Around™ and words of similar import shall not be used
unless the policy is issued in compliance with this cthapter.

2225 APPROPRIATENESS OF RECOMMENDED PURCHASE AND EXCESSIVE INSURANCE .
22251 In recommending the purchase or repiacement of any Medicare
supplement policy or certificate an agent shall make reasonable

efforts to determine the appropriateness of a recommended purchase
or replacement.
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2225.2 Any sale of Medicare supplement coverage that will provide an
individual more than one Medicare supplement policy or certificate
is prohibited.

2226 REPORTING OF MULTIPLE POLICIES.

2226.1 On or before March 1 of each year, an issuer shall report the
following information for every individual resident of
the District of Columbia for which the issuer has in force more
than one Medicare supplement policy or certificate:
(a) Policy and certificate number, and

(b Date of issuance.

2226.2 The items set forth above must be grouped by individual
poticyholder.

2226.3 Appendix B contains a reporting form for compliance with this
section.

2227 PROHIBITION AGAINST PREEXISTING CONDITIONS, HWAITING PERIODS,

ELIMINATION PERIODS AND PROBATIONARY PERIODS IN REPLACEMENT
POLICIES OR CERTIFICATES.

2227 .1 If a Medicare supplement policy or certificate replaces another
Medicare supplement policy or certificate, the replacing issuer
shall waive any time periods applicable to preexisting conditions,
waiting periods, elimination periods and probationary periods in
the new Medicare supplement policy or certificate for similar
benefits to the extent such time was spent under the original
policy.

2227.2 If a Medicare supplement policy or certificate replaces another
Medicare supplement policy or certificate which has been in effect
for at Teast six (6) months, the replacing policy shall not
provide any time period applicable to preexisiting conditions,
waiting periods, elimination periods and probationary periods for
benefits similar to those contained in the original policy or
certificate.

2228 EFFECTIVE DATE.
This chapter was adopted on October 1, 1992.
2299 DEFINITIONS.
22991 For purposes of this chapter, the words and phrases set forth in

this secticon shall have the meanings ascribed.
Applicant

(a)  In the case of an individual Medicare supplement policy, the
person who seeks to contract for insurance benefits, and
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() In the case of a group Medicare supplement policy, the
proposed certificateholder. .

Certificate - any certificate delivered or issued for delivery in
the District of Columbia under a group Medicare supplement policy.

Certificate Form - the form on which the certificate is
delivered or issued for delivery by the issuer.

Issuer - insurance companies, fraternal benefit societies, health
tare service plans, health maintenance organizations, and any
other entity delivering or issuing for delivery in the District of
Columbia Medicare suppiement policies or certificates. The term
"issuer" includes Group Hospitalization and Medical Service,
Incorporated.

Medicare - the "Health Insurance for the Aged Act," Title XVIII of
the Social Security Amendments of 1965, as then constituted or
Tater amended.

Medicare Supplement Poticy - a group or individual policy of
accident and sickness insurance or a subscriber contract of
hospital and medical services associations or health maintenance
organization, other than a policy issued pursuant to a contract
under Section 1876 or section 1833 of the Federal Social Security
Act (42 U.S.C. Section 1395 et. seq.} or an issued policy under a
demonstration project authorized pursuant to amendments to the
federal Social Security Act, which is advertised, marketed or
designed primarily as a supplement to reimbursements under
Medicare for the hospital, medical or surgical expenses of persons
etigible for Medicare.

Policy Form ~ the form on which the policy is delivered or issyad
for delivery by the issuer.

3913




District of Columbia Register

Appandic A
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MEDICARE SUPPLEMENT REFUND CALCULATION FORM
FOR CALENDAR YEAR

TYPE SMSBP (w)
For the Stats of
Company Name
NAIC Group Code NAIC Campany Code
Addrass
Parson Compieting This Exhibit
Title Talepnaone Numbper

(d)
Earned
Premium (x)

Current Year's Expenence

a. Total (al policy ysars)

o, Current year's 1ssues (2}

¢. Net(lorreporung purposes = ta-10y

Past Years' Expenence
(All Policy Yearsy

Total Exparience  (Net Current Year - Past Years' Experience)
Refunds last year {Exctuding intarest)
Previous Since inception {Excluding ititerest)

Aefunds Since inception (Excluding interest)

7 Banchmark Ratia Since incaption

'SEE WORKSHEET FOR RATIO 1)

Expenenced Ratio Since inception

Total Actual incurred Claims (line 3. coi by = Ratio 2

Tot. Earneg Prem.tline 3. col a) - Retuncs Since Incepucniline 8)

Life Years Exposed Since Inception

't the Expenenced Ratio is lass than the Bencamark Ratio. and there
are mare than 500 life years exposure. then proceed to caleuiation
=f retynd.

10 Tolerance Permined (obtamned from creaibility tables
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MEDICARE SUPPLEMENT REFUND CALCULATION FORM
~OR CALENDAR YEAR

TYPE SMSBP w)
For the State of
Company Name
NAIC Group Code NAIC Company Coge
Address
Person Complesng This Exhibit
Titla Teiepnons Numper

Adjustment i tncurrea Claims for Creaibility
Ratio 3 » Rano 2 + Tolerance

if Ratio 3 is more than berchmark ratio (ratio 1), 3 refund or
creat 1o premium is not required,

if Ratio 3 is less than the dencnmark ratio, then proceed.
12 Adiusted Incurred laims =

(Tot. Earned Premiumsiting 3. col a)-Refunds Since Inceotontling 6)]
X Ratia 3{line 11)

13 Refund = Total Earned Pramiums (iine 3. cof a) -
Refunas Since Inception {line §) -

Adjusted incurrea Claims {line 12y

Benctmark Aatio (Ratig 1 )

it the amount on line 13 i3 less than .005S times the annualizeg
premium mn force as of Decamper 31 of the reperting year. than no
refund is mage. Otherwise. the amaunt an line 13 is to be
refunded or credited. and a description of the reiung ana/or

credit aganst premiums to be USBea Must De aftachea to s form

Medicare Supptement Credibiity Tabie

Lita Years Exposed

Since Incepticn Tolarance
10.000 - 0.0%
3.0C0 - 9.99% 3.0%
2.500 - 4,969 7.5%
1.000 - 2.499 10.0%
300 - 999 15.0%

if less than 500. no credibility.
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ix)
ty
1Z)

MEDICARE SUPPLEMENT REFUND CALCULATION FORM
~OR CALENDAR YEAR
TYPE SMSBP (w)

For the 3tate of

Company Name

NAIC Group Code MNAIC Company Code
Address

Person Completing This ExnibDit

Title Teiepnong Numoer

"SMSBP” = Slangardized Medicare Suppiemant Benaiit Flan
Inctudes moagal lcacings ana fees cnarged.

Excluages Active Life Rasarves.

This is 10 be used as "Issue Year Eamed Pramum’ for Year 1
of next year's "Warksheet for Calculation of Benchmark Ratios”

I cernty that the anove information and calculations are trua andg accurate
to tha best of my knowiedge and beiiet.

Signature

Name - Please Type

Title

Date

3322
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APPENDIX B

FORM FOR REPORTING
MEDICARE SUPPLEMENT POLICIES

Company Name:

Address;

Phone Number:

Due: Marceh |, annually

The purpese of this form is to report the following information on esch resident of this stata who
has in force more than one Medicare supplement policy or certificate. The information is to he
grouped by individual policyholder.

Policy and ' Date of
Castificate # Issuance

Signawure

Name and Tide {piease lype}

Date
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